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INCE the early dawn of medicine, the 
S functional and pathologic problems 
of the liver and biliary passages have 
occupied the minds of leaders in medical 
circles. It is true that, with the passage of 
years, much has been accomplished in es- 
tablishing the physiologic character and 
functions of the liver in normal conditions 
and in the presence of diseases of the hep- 
atobiliary system. Nevertheless there is 
much that is still obscure, much that is 
problematic and much that is—from the 
diagnostic point of view—uncertain. I 
shall limit this communication, therefore, 
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to the evaluation and classification of the 
various types of hepatobiliary entities, the 
evaluation of certan subjective and objec- 
tive manifestations, and the correlation of 
some of the laboratory data with the clini- 
cal picture. 

Since it is known that the liver has vari- 
ous separate and specific functions, it is 
obviously impossible to depend upon any 
one specific functional test or to pinpoint 
one particular function of the liver in total 
disregard of the others. This indicates an 
interrelation among these various func- 
tions. 

The object of this communication, there- 
fore, is to reemphasize the fact that not 
all of the tests for abnormal hepatic func- 
tion now used in cases of hepatocellular 
jaundice are effective, because the involve- 
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Fig. 1 (see text). 
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ment of the liver may not be as prominent 
in one case as in another. In view of this, 
it becomes evident, therefore, that a given 
test of liver function may show numerous 
variations in the same type of jaundice in 
different patients. Some may also indicate 
the existence of some form of hepatic dis- 
ease with or without jaundice. 


As is well known, jaundice is usually 
classified as follows: 


1. The prehepatic type: the so-called 
hemolytic jaundice 

2. The intrahepatic type, which affects 
the histologic architecture of the 
liver 


3. The posthepatic type, which indi- 
cates a block in the extrahepatic bil- 
iary system. 


In the extrahepatic form of biliary dis- 
ease there is, as a rule, jaundice. A few 
well chosen liver function tests will lead 
to a correct diagnosis. On the other hand, 
when jaundice is secondary to diffuse hep- 
atocellular disease and intrahepatic in- 
flammatory obstruction, most of the diag- 
nostic tests are of dubious value. This is 
also true in cases of obstruction of the com- 
mon duct and secondary ascending cho- 
langitis. 

The vast majority of liver function 
tests are in a sense not true tests of liver 
function, because the results are fre- 
quently altered by coexisting pathologic 
changes in other organs, such as the 
spleen, kidneys, pancreas, bone marrow 
and reticuloendothelial system. Liver func- 
tion tests as utilized today are classified 
into five main groups which indicate the 
following: 


1. Bilirubin metabolism 


2. Alterations in the hepatic ane 
ma due to disease 


3. Obstruction of the sutecingente bil- 
lary passages 
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4. Capability of the excretory function 
of the liver cells, and 

5. Disease or physiologic alteration of 
the liver as indicated by nonspecific 
laboratory tests. 


A brief analysis of the foregoing obser- 
vations is as follows: 

1. Bilirubin Metabolism (Fig. 1).—As 
we know, bilirubin is formed by the dis- 
integration of the red blood cells by the 
spleen and the activity of the Kupfer cells 
of the liver into a bilirubin proteinate. 
This is eliminated into the bile as a whole 
and is further acted upon by the bacteria 
of the colon to form urobilin and urobil- 
inogen. About 50 per cent of this is ex- 
creted in the stool. The other 50 per cent 
is reabsorbed through the intestinal tract 
and eliminated in the urine. The tests 
for measuring this function (Figs. 2, 3, 4 
and 5) are: (a) the serum bilirubin test; 
(b) determination of the levels of bile and 
urobilinogen in the urine; (c) the icterus 
index, and (d) the Van den Bergh test. 


2. Alterations in the hepatic parenchy- 
ma due to disease of the liver.—Tests are 
available also for determination of the abil- 
ity of the liver cells to synthesize proteins 
into the production of normal albumin and 
globulin and to maintain them at their 
normal levels and proportions. The tests 
usually employed for this purpose are (a) 
the cephaline flocculation test; (b) the 
thymol turbidity test; (c) the zinc sulfate 
test; (d) determination of the gamma 
globulin level; (e) determination of the 
value for serum colloidal gold, and (f) the 
total protein and albumin-globulin ratio. 

8. Obstruction of the extrahepatic bil- 
iary passages.—Kritzer and Beaubien 
pointed out that in cases of obstructive 
jaundice there is demonstrable evidence 
of alkaline phosphatase action in the Kiip- 
fer cells and the bile canaliculi. Gibbons, 
early in May, 1957, stated that the serum 
alkaline phosphatase level is a reasonably 
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Fig. 2 (see text). 
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Fig. 4 (see text). 
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accurate gauge of the presence of stones 
in the common bile duct, or evidence of 
hepatic metastases in patients without 
icterus. When it is done prior to cholecys- 
tectomy and the aforementioned value is 
elevated, exploration of the common duct 
and drainage will probably be required. 
The tests usually employed to determine 
this condition (Fig. 6) are (a) the serum 
alkaline phosphatase test; (b) the gamma 
globulin test; (c) the mucoprotein test, 
and (d) the cholinesterase determination. 

This also assists in evaluating the condi- 
tion of cholecystectomized patients. The 
phosphatase level is rarely normal if or- 
ganic pathologic conditions exist in the 
duct, such as stones, stricture or fibrosis, 
even though the patient is anicteric. The 
results of this test fully coincide and are 
as fully accurate, Gibbons stated, as are 
those of intravenous cholangiographic 
studies in estimating the patency of the 
biliary tree. 

4. Liver Excretion.—This is a series of 
tests to determine the true hepatic func- 
tion, they disclose the excretory function 
of specific drugs by the hepatic cell cords. 
To measure this function the following 
procedures are used: (a) the bromsulfa- 
lein excretion test; (b) the galactose toler- 
ance test, and (c) the hippuric acid excre- 
tion test. 

5. A diseased or altered hepatic physio- 
logic picture, as indicated by nonspecific 
laboratory tests.—This series of tests meas- 
ures one or more altered hepatic func- 
tions not specifically due to hepatic physio- 
logic change per se but caused reflectively 
by pathologic changes elsewhere: in the 
spleen, the kidneys, the pancreas or the 
bone marrow, or by certain activities with- 
in the reticuloendothelial system. The 
tests used to determine the existence or 
nonexistence of these conditions are: (a) 
determination of the total protein content 
and the albumin-globulin ratio; (b) de- 
termination of the value for cholesterol 
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and the cholesterol-ester ratio; (c) the 
test for prothrombin time; (d) the dex- 
trose tolerance test; (e) the fibrinogen de- 
termination; (f) investigation of the com- 
plete blood picture; (g) tests for urea 
nitrogen and nonprotein nitrogen content, 
and (h) determination of the sedimenta- 
tion rate. 

Diagnostic problems with regard to 
hepatobiliary disease arise frequently be- 
cause of the interrelations of the various 
causes of jaundice. Simple or pure forms 
of any one type of jaundice are exceedingly 
rare, Ducci, as well as Popper and Schaef- 
fer, pointed out in 1950, that in some cases 
in which extrahepatic obstruction caused 
pronounced hepatocellular changes, proved 
by biopsy of the liver, the cephalin floccula- 
tion did not indicate the existence of these 
changes. There are instances of severe 
diffuse damage to the liver of which no 
evidence is indicated by the alkaline phos- 
phatase test, the presence of urobilinogen 
in the urine or feces, or the results of tests 
for the cholesterol content and the choles- 
terol-ester ratio. Gibbons, however, stress- 
ed the fact that hyperphosphatasemia is a 
sensitive and early indication of metastatic 
spread to the liver, while a normal level 
of phosphatase indicates that the neoplasm 
has not yet involved the liver. A study of 
the literature discloses the following data: 

1. In 56 cases of obstructive jaundice 
the serum alkaline phosphatase level was 
over 15 Bodansky units. 

2. The alkaline phosphatase level in 67 
cases of hepatocellular jaundice was below 
5 Bodansky units in every instance. 

3. In cases in which the alkaline phos- 
phatase level was over 30 units, this was 
due in every instance to obstructive jaun- 
dice. 

4. The serum alkaline phosphatase 
level in patients without jaundice but with 
disorders of the common bile duct or met- 
astatic involvement of the liver was defi- 
nitely elevated. The test for serum alkaline 
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Fig. 5 (see text). 
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Fig. 6 (see text). 


phosphatase is valuable also in screening 
for neoplasia; at times it offers the only 
clue to the presence of an occult lesion, 
such as carcinoma of the body of the pan- 
creas. 

5. If increasing jaundice and a decreas- 
ing alkaline phosphatase level coexist, one 
is dealing with a case of hepatocellular 
jaundice. 

6. Used preoperatively, determination 
of the phosphatase level can assist in plan- 
ning the type and extent of the operation 
to be performed. Used in cases in which a 
neoplasm has already been resected, the 
test helps to gauge progress and to indi- 
cate the prognosis. 


SUMMARY 


From the large volume of studies in this 
field of research, it may be stated that in 
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cases of hepatobiliary disease one cannot 
depend upon one or two functional tests. 
The following tests, therefore, referred to 
in the United States as the “hepatic pro- 
file,’ are routinely resorted to: 


1. Cephalin flocculation test 

2. Alkaline phosphatase determination 
3. Serum bilirubin determination 
4 


Presence or absence of urobilinogen 
in the urine or feces 


5. Bromsulfthalein excretion test. 


If the patient has a 3 or 4 plus reaction 
to the cephalin flocculation test, an alka- 
line phosphatase level below 10 Bodansky 
units and urobilinogen in the urine, one is 
dealing with a hepatocellular jaundice. 


In a jaundiced patient with an alkaline 
phosphatase level over 25 units and no 
urobilinogen in the urine, one is confronted 
with an extrahepatic obstruction. 


In a patient without jaundice an elevated 
alkaline phosphatase level is presumptive 
evidence of some pathologic disorder of 
the ‘common bile duct, be it stricture, stone 
or ampullary fibrosis. 

In cases of intrahepatic disease with 
stasis or extrahepatic obstruction with in- 
fection, the tests are misleading. 


Tests of liver function should be con- 
sidered in relation to each other and to the 
results of repeated determinations of com- 
parative values, obtained at different 
times and carefully studied, if a definite 
diagnosis is obscure or doubtful at the 
time of the first examination. Because of 
these observations and the possibility of 
laboratory error, the clinician should keep 
in mind the fact that the value of tests of 
liver function depends upon proper evalua- 
tion of their results, coupled with a care- 
ful study of the patient’s clinical history, 
the physical signs, the stage and course of 
the hepatobiliary disease and the presence 
of other conditions mentioned previously. 
The results of any one test or tests should 
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be evaluated in the light of the overall 
clinical picture. 

Author’s Note: Grateful acknowledgment is 
made to Dr. Murray Franklin for his permission 
to use the diagrams illustrating bile pigment 
metabolism in health and disease, published orig- 
inally for Flint, Eaton and Company, and to 
Flint, Eaton and Company (Dr. C. R. Kemp) for 
permission to reproduce Figures 1 through 5 
from their publication The Present Status of 
Choline Therapy in Liver Dysfunction. 


RIASSUNTO 


Dal complesso di studi e ricerche sulle 
malattie epato-biliari si pud concludere che 
non possono bastare una o due prove fun- 
zionali. Per studiare questi malati sono 
necessarii tutti gli esami seguenti, che de- 
lineano il “profilo epatico”: 

1) La prova della flocculazione della 
cefalina. 

2) La determinazione della fosfatasi al- 
calina. 

3) La bilirubinemia. 


4) La ricerca dell’urobilinogeno nell’uri- 
na e nelle feci. 

5) L’eliminazione della bromo-sulfon- 
ftaleina. 


Se il paziente ha un test alla cefalina 
positivo, una fosfatasi alcalina sotto alle 
10 unita Bodansky e urobilinogeno nelle 
urine, ha un ittero epato-cellulare. 

Se ha un ittero con fosfatasi alcalina 
oltre le 25 unita e assenza di urobilinogeno 
nelle urine, ha un’ostruzione extra-epatica. 
Se non ha ittero ma ha un alto livello di 
fostatasi, questo significa che vi é qualche 
alterazione nel coledozo, sia essa una ste- 
nosi o un calcolo o una fibrosi dell’ampolla. 

Nelle malattie intra-epatiche con stasi o 
nelle ostruzioni extra-epatiche con infezi- 
one, queste prove sono ingannevoli. 

Ognuna di esse deve essere valutata nei 
rapporti reciproci e dopo ripetute deter- 
minazioni eseguite in tempi diversi, specie 
nei casa di diagnosi inizialmente incerta. 
Tenendo conto della possbilita di errore, il 
medico deve ricordare che il valore di 
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queste prove di funzionalita epatica di- 
pende dalla valutazione di esse accoppiata 
all’accurato studio della storia clinica del 
paziente, dei sintomi, dello stadio e del de- 
corso della malattia. I] quadro clinico per- 
tanto dev’eesere valutato nel suo insieme. 


RESUMEN 


A juzgar por la cantidad de estudios lle- 
vados a cabo en este campo de la investi- 
gaci6én, echamos de ver que en los casos de 
enfermedades hepatobiliares no nos pode- 
mos dejar guiar solamente de uno o dos 
tests funcionales. 

En consecuencia los siguientes test que 
en Estados Unidos llaman “de perfil he- 
patico” se suelen clasificar asi: 

1. De flocuancion de la cefalina. 

Nivel de la fosfatasa alcalina. 

Nivel de la bilirrubina en suero. 
Presencia 0 ausencia de urubilinége- 
no en la orina o heces. 

5. Prueba de la bromosulftaleina. 

Si la prueba de la flocuaci6n de la cefa- 
lina da una reaccién de 3 6 4, si el nivel de 
fosfatasa alcalina es inferior a las 10 uni- 
dades de Bodansky y si hay urubilinégeno 
en la orina, estamos ante una ictericia 
hepatocelular. 

Si en un ictérico nos encontramos con 
un nivel de fosfatasa alcalina por encima 
de 25 unidades y sin urubilinégeno en la 
orina tratamos con una obstrucci6n extra- 
hepatica de vias biliares. 

En un enfermo sin ictericia, con un nivel 
alto de fosfatasa alcalina, se presume la 
evidencia de alguna anormalidad patolé- 
gica del conducto biliar, ya sea una estre- 
chez fisiol6gica, un calculo o una fibrosis 
ampular. 

En casos de enfermedad intrahepatica 
con stasis, o de obstruccién extrahepatica 
sin infecci6n, las pruebas son inconcluyen- 
tes. 

Cuando después de un primer examen, 
el diagnéstico se presenta dificil o dudoso, 
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las pruebas de funcién hepatica deben 
apreciarse relacionando unas con otras, y 
después de haber comparado los resultados 
obtenidos en distintos momentos del pro- 
ceso y de haber hecho un cuidadoso estudio 
de los mismos. Por ésto, y por la eventuali- 
dad de un error de laboratorio, el clinico 
debe siempre recordar que el valor de las 
pruebas de funcién hepatica depende de 
una apreciacién justa de los resultadas, 
junto con un estudio preciso del historial 
del enfermo, asi como de la exploracién, 
la evolucién de la enfermedad y también 
de la presencia de otros factores antes men- 
cionados. Los resultados de cualquiera de 
las pruebas debe considerarse después de 
conocer el cuadro clinico del enfermo. 


RESUME 


Des nombreuses études portant sur ce 
domaine il ressort que dans les cas d’affec- 
tions hépatobiliaires l’on ne saurait se con- 
tenter de s’appuyer sur un ou deux tests 
fonctionnels seulement. C’est pourquoi les 
tests suivants, qualifiés aux Etats-Unis de 
“profil hépatique,” sont couramment prati- 
qués: 

1. Test de floculation 4 la céphaline 

2. Détermination de la phosphatase 
alcaline 

3. Détermination de la bilirubine du 
sérum 

4. Présence ou absence d’urobilinogéne 
dans l’urine et les matiéres fécales 

5. Test d’excrétion de bromsulfaléine. 

Lorsqu’un malade présente trois ou 
quatre réactions positives au test de flocu- 
lation 4 la céphaline, un niveau de phos- 
phatase alcaline inférieur 4 10 Unités Bo- 
dansky et de l’urobilinogéne dans |’urine, 
il s’agit d’une jaunisse hépato-cellulaire. 

Un malade atteint de jaunisse, avec un 
taux de phosphatase alcaline supérieur a 
25 unités et sans urobilinogéne dans 
lurine, est atteint d’obstruction extra- 
hépatique. 
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Chez un malade sans jaunisse, avec une 
phosphatase alcaline élevée, |’on peut pré- 
sumer un trouble pathologique du canal 
biliaire, qu’il s’agisse d’un rétrécissement, 
d’un calcul ou d’une fibrose de l’ampoule. 

Dans les cas d’affection intra-hépatique 
avec stase ou obstruction extra-hépatique 
avec infection, les tests peuvent induire en 
erreur. 

Les tests de la fonction hépatique dev- 
raient étre considérés en relation les uns 
avec les autres et avec les résultats de dé- 
terminations de valeurs comparatives ré- 
pétées a différents intervalles et attentive- 
ment étudiées si un diagnostic défini 
semble obscur ou douteux au moment du 
premier examen, 

Etant donné ces observations, ainsi que 
des erreurs de laboratoire possibles, le 
clinicien devrait songer au fait que la 
valeur des tests de la fonction biliaire dé- 
pend d’une évaluation correcte des résul- 
tats, associée 4 une étude approfondie de 
l’anamnése du patient, des signes cliniques, 
du stade et de l’évolution de l’affection 
hépato-biliaire, et de la présence d’autres 
conditions mentionnées antérieurement. 
Les résultats du ou des tests doivent tou- 
jours étre évalués a la lumiére du tableau 
clinique d’ensemble. 


ZUSAM MENFASSUNG 


Auf Grund der umfangreichen For- 
schungsarbeiten auf dem Gebiete der 
Leber-und Gallenwegserkrankungen lasst 
sich sagen, dass man sich zur Priifung der 
Leberfunktion nicht auf ein oder zwei 
folgenden Untersuchungen angestellt, die 
in den Vereinigten Staaten unter der 
Bezeichnung “Leberprofil” zusammenge- 
fasst werden: 

1. Cephalinflockungsreaktion, 
Bestimmung der alkalischen Phos- 
phatase, 

Bestimmung des Bilirubins im Blut- 
serum, 
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4. Bestimmung der Anwesenheit oder 
des Fehlens von Urobilinogen im 
Harn oder im Stuhl, 

5. Bromsulfalein-Ausscheidung- 
sprobe. 


Wenn der Patient eine drei- oder vier- 
fach positive Cephalinflockungsreaktion, 
einen Phosphatasespiegel von unterhalb 10 
Bodansky - Einheiten und die Anwesen- 
heit von Urobilinogen im Harn aufweist, 
so hat man es mit einer Gelbsucht auf 
Grund von Leberzellschadigung zu tun. 

Bei einem gelbsiichtigen Kranken mit 
Phosphatasespiegel oberhalb von 25 Bo- 
dansky-Einheiten und ohne Urobilinogen 
im Harn handelt es sich um eine Verstop- 
fung der Gallenwege ausserhalb der Leber. 

Bei Kranken mit erhéhtem alkalischem 
Phosphatesespiegel ohne Gelbsucht darf 
man annehmen, dass krankhafte Veran- 
derungen im Choledochus vorliegen, etwa 
eine Striktur, ein Stein oder eine Fibrose 
der Ampulle. 

In Fallen von intrahepatischen mit Gal- 
lenstauung einhergehenden Erkrankungen 
oder bei extrahepatischen mit Infektion 
verbundenen Gallengangsverstopfungen 
sind die Untersuchungen irrefiihrend. 

Die Ergebnisse der verschiedenen Le- 
berfunktionspriifungen miissen in Bezie- 
hung zuienander ausgewertet werden, und 
wenn die Diagnose bei der ersten Unter- 
suchung unklar oder zweifelhaft ist, 
miissen die Resultate wiederholter zu ver- 
schiedenen Zeiten angestellter Proben 
sorgfaltig analysiert und miteinander ver- 
glichen werden. Diese Beobachtungen und 
die Méglichkeit von Irrtiimern in Labora- 
torium miissen dem Kliniker die Tatsache 
vor Augen halten, dass Leberfunktion- 
spriifungen nur von Wert sind, wenn ihr 
Ergebnisse im Zusammenhang mit den 
Befunden einer griindlichen Krankenge- 
schichte und kérperlichen Untersuchung, 
mit dem Stadiums und Verlauf der Er- 
krankung und mit allen iibrigen Faktoren 
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in Verbindung gebracht werden. Das 


heisst, dass Leberfunktionspriifungen nur 
im Rahmen des gesamten klinischen Bildes 
ausgewertet werden sollten. 
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The Operative Cholangiogram 
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in Operations on the Gallbladder and the Biliary Tract 
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cholecystectomized patients present 

the same symptoms as before the op- 
eration, or worse. This condition is widely 
known as the “postcholecystectomy syn- 
drome.” In my opinion, this term may 
give a wrong idea of the problem and 
could be wrongly interpreted as related to 
a technical error during the operation or 
to insufficient exploration, or as indicating 
cholecystectomy alone was not enough to 
solve the problem. 

In order to obtain better results with 
this type of operation, the technic has been 


| HAVE observed rather often that 


From the Instituto Mexicano del Seguro Social, Mexico 
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Submitted for publication Jan. 10, 1957. 


Fig. 1.—Moderate dilatation of the biliary tract, 

in a case of cholelithiasis. Note good flow of the 

contrast medium to the duodenum and complete 

visualization of the pancreatic duct. At the time 

of operation the oo was within normal 
imits. 


Fig. 2—Moderate dilatation of the biliary tract 
with visualization of the hepatic radicies, good 
flow of the contrast medium to the duodenum, and 
lithiasis (small calculi) of the main common duct. 


greatly improved, and when it is done care- 
fully the surgeon can rely upon it. Never- 
theless the “postcholecystectomy syn- 
drome” can still be present, and this, in 
most instances, is due to inadequate surgi- 
cal exploration, e.g., of the head of the 
pancreas or the surrounding anatomic 
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Fig. 8.— Huge dilatation of the biliary tract. There is no flow of the contrast medium to the duode- 
num. A large calculus is observed in the pars intestinalis. 


Fig. 4.—Huge dilatation of the biliary tract due 
to ascarides lumbricoides (intestinal parasitosis). 
There is no flow of the contrast medium to the 
duodenum. There is a large calculus in the pars 
intestinalis, and an elongated shadow included 
within and following the same direction of the 


main common duct. This was removed at the 
time of operation. 


structures which should be treated, if pos- 
sible, during the surgical procedure. 

The method I consider simplest and the 
one that carries the lowest percentage of 
error in operations on the gallbladder and 
biliary tract is that described by Dr. Pablo 
L. Mirizzi of Argentina, well known as the 
operative cholangiographic method. 

With this procedure, the surgeon will 
be sure of the following facts: 

a. The anatomic character of the biliary 

tract in each individual case. 


Fig. 5.—Huge dilatation of the biliary tract. 

There is no contrast medium flow to the duode- 

num; the distal portion of the main common duct 

is gradually narrowed. At the time of operation, 

fibrosis of the ampulla of Vater was observed. 

No pancreatitis was present (pancreatic duct 
reflux). 


b. The positive or negative signs of 

choledocolithiasis (very difficult to 
obtain by other methods). 
Pathologic conditions of the sphinc- 
ter of Oddi. 
Pathologic conditions of the ampulla 
of Vater or the head of the pancreas. 
Pathologic conditions of the sur- 
rounding structures involving the 
biliary tract. 

With the postoperative cholangiogram 

only, these pathologic changes can obvious- 
ly be detected, but too late. 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


OCTOBER, 1957 





TABLE 1.—Diagnosis (Preoperative) in 500 Cases 





Acute cholecystitis 








Acute cholecystitis, cholangitis 








Cholelithiasis 








Carcinoma of the gallbladder 





Cholelithiasis, hepatocholedocolithiasis 





Cholelithiasis, lithiasis of ampulla of Vater 





Cholelithiasis, carcinoma of ampulla or pancreas 





Chronic cholecystitis, cholangitis 





Chronic cholecystitis, pancreatitis 





Surgical trauma of biliary tract 





Chronic cholecystitis, nonfunctioning gallbladder 





Total 





The operative cholangiogram has been 
harshly criticized and may be liable to 
technical errors, as follows: 


1. Air bubbles. This may be avoided by 
flushing first the biliary tract and 
the mechanism of injection carefully. 
The air bubbles change in shape and 
size and shift about. 

Extravasation of dye through adja- 
cent periductal structures. Adequate 
testing of the mechanism of injec- 
tion plus a correct technic usually 
enables one to avoid this accident. 
Too much or too little contrast me- 
dium or “moved.” With the right 
equipment, roentgen pictures can be 
developed very rapidly and repeated 
if necessary. One does not expect 
“beautiful pictures” with this pro- 
cedure, merely to aid us in obtaining 
the correct diagnosis. In case they 
are “moved” the anesthesiologist 
should be forewarned and his co- 
operation obtained by producing 
apnea during exposure. 

Difficulties in differentiation between 
different types of lesions of the 


sphincter of Oddi and the ampulla 
of Vater. Usually, with training, 
differential diagnosis can be done, 
nevertheless merely knowing the site 
of the lesion is of great help. 

Increase in operating time. When 
the procedure is first done this dis- 
advantage is probable, but with ex- 
perience and good cooperation from 


Fig. 6—Operative cholangiogram taken by needle 

puncture technic. There is huge dilatation of the 

intrahepatic radicles and no biliary tract is visi- 

ble. This is a case of surgical trauma with com- 
plete destruction of the biliary tract. 
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TABLE 2.—Operative Cholangiogram: Results 





Normal biliary tract (without surrounding lesions) 





Hepatocholedocolithiasis 





Lithiasis of the ampulla of Vater 





Parasitosis of biliary tract (Ascaris lumbricoides) 





Spasm of sphincter of Oddi 
Fibrosis of sphincter of Oddi 


Carcinoma of ampulla of Vater 











Cholangitis 





Carcinoma of head of pancreas 





Norma! biliary tract, pancreatic duct reflux: 
(a) Normal pancreas 
(b) Pancreatitis (biopsy) 





Surgical trauma of biliary tract 





Defective roentgen pictures inadequate for diagnosis 





Defective roentgen pictures adequate for diagnosis 
Totals 














TABLE 3.—Postoperative Diagnosis 





Acute cholecystitis (no calculi), normal biliary tract 





Acute cholecystitis plus lithiasis, normal biliary tract 





Chronic cholecystitis plus lithiasis and carcinoma of gallbladder 





Acute cholecysti'‘is, lithiasis of gallbladder and biliary tract 








Chronic cholecystitis, lithiasis of gallbladder and biliary tract 





Acute cholecystitis, cholelithiasis and lithiasis of ampulla 





Chronic cholecystitis, cholelithiasis and lithiasis of ampulla 





Chronic cholecystitis. cholelithiasis and lithiasis of ampulla, 
parasitosis of biliary tract (ascaris lumbricoides) 





Chronic colecystitis, cholelithiasis, spasm of the sphincter of Oddi 





Chronic cholecystitis, cholelithiasis, fibrosis of the sphincter of Oddi 





Chronic cholecystitis, cholelithiasis, carcinoma of ampulla 





Chronic cholecystitis, cholelithiasis, carcinoma of pancreas 





Acute cholecystitis, cholangitis 





Chronic cholecystitis, cholelithiasis, cholangitis 





Chronic cholecysti‘is, cholelithiasis, pancreatic duct reflux 
(normal pancreas) 





Chronic cholecystitis, cholelithiasis, pancreatitis 





Surgical trauma of biliary tract 





Defective roentgen pictures not adequate for diagnosis 
(Cholelithiasis, manual exploration of biliary tract) 


Totals 
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TABLE 4.—Surgical Treatment of the Biliary Tract in Relation to Indications 
of Operative Cholangiogram 





Opening of the main common duct with operative 
cholangiographic indications: 139 





Lithiasis of biliary tract 





Lithiasis of ampulla 





Lithiasis and parasitosis (Ascaris lumbricoides) 





Fibrosis of sphincter of Oddi 





Carcinoma of ampulla 





Cholangitis 





Carcinoma of pancreas 





Surgical trauma of biliary tract 








No opening of the main common duct because of 
operative cholangiographic indications 361 





Spasm of sphincter of Oddi 








Reflux of pancreatic duct (without pathologic) 





Pancreatitis 








Plain dilatation of biliary tract 








Normal biliary tract 








Totals 500 








TABLE 5.—Relation Betueen Calculi Palpated by Manual Exploration of the Biliary 
Tract and Calculi Demonstrated by Operative Cholangiogram 





Total number of cases 69 








Manual and instrumental exploration 








Operative cholangiogram 








Percentage of error (Operative cholangiogram) 





Adequate diagnosis 








No diagnosis (defective roentgen pictures) 





Totals 
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Fig. 7.—Two defective operative cholangiograms from which it was nevertheless possible to make the 
diagnosis of huge dilatation of the main common — and large calculi, in each case in the pars 
intestinalis. 


the roentgen department, the opera- 
tion usually will take between five 
and ten minutes. 


In my own opinion, operative cholangio- 
graphic study should be a routine means 


of obtaining better results, as it has been 
in the Instituto Mexicano del Seguro social 
and private practice, from which 500 cases 
were reviewed. 


SUMMARY 


It is shown that the so-called post- 
cholecystectomy syndrome is due basically 
to faulty surgical technic or to insufficient 
exploration of the biliary tract. In order 
to solve this problem a routine operative 
cholangiogram is recommended. 

The most common errors and the way 
to avoid them are discussed, and the re- 
sults in 500 cases are presented. 


In the author’s opinion the taking of an 
operative cholangiogram is the best ex- 
ploratory procedure available to surgeons 
treating the gallbladder and the biliary 
tract and should be routine if better re- 
sults are to be obtained. It is easy, simple 


and quick. There are lesions that could 
not possibly be diagnosed without it. 

Statistics are presented which demon- 
strate its usefulness. 


ZUSAM MENFASSUNG 


Der Verfasser weist nach, dass das soge- 
nannte Postcholecystektomie-Syndrom im 
Grunde genommen auf fehlerhafte chirur- 
gische Technik oder auf unzureichende 
Explorierung der Gallenwege zurueckzu- 
fuehren ist. Zur Loesung dieses Problems 
wird die routinemaessige Ausfuehrung der 
Cholangiographie waehrend der Operation 
empfohlen. 

Die am haeufigsten vorkommenden 
Irrtuemer und Moeglichkeiten zu ihrer 
Vermeidung werden eroertert, und die 
Ergebnisse in 500 Faellen werden darge- 
stellt. 

Der Verfasser ist der Meinung, dass die 
Vornahme der operativen Cholangio- 
graphie dem Chirurgen die beste zur Ver- 
fuegung stehende Moeglichkeit der Ex- 
plorierung bei Operationen der Gallen- 
blase und der Gallengaenge bietet und dass 
dieses Verfahren routinemaessig ange- 
wandt werden sollte, wenn man die Opera- 
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tionsergebnisse verbessern will. Die 
Methode ist einfach und leicht und schnell 
ausfuehrbar. 

Gewisse Krankheitsveraenderungen 
koennen ohne sie ueberhaupt nicht er- 
kannt werden. 

Statistische Angaben erlaeutern den 
Wert des Verfahrens. 


RIASSUNTO 


E’ noto che la cosidetta sindrome post- 
colecistectomica é dovuta sopratutto ad er- 
rori nella tecnica chirurgica o ad insuffi- 
ciente esplorazione del tratto biliare. Per 
risolvere questo problema si raccomandano 
i colangiogrammi peroperatori. 

Vengono descritti gli errori pit comuni 
e il modo di evitarli; vengono inoltre pre- 
sentati i risultati ottenuti in una serie di 
500 casi. 

Secondo l’autore il colangiogramma 
peroperatorio é il miglior metodo di es- 
plorazione a disposizione del chirurgo e 
deve essere usato sistematicamente se si 
vogliano ottenere i migtiori risultati. E’ 
facile, semplice e rapido. Vi sono lesioni 
che é impossibile diagnosticare senza di 
esso, e questo é dimostrato da statistiche 
persuasive, 


RESUME 


L’auteur démontre que le _ soi-disant 
symptome post-cholécystectomique est di 
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avant tout 4 une mauvaise technique chir- 
urgicale, ou 4 une exploration insuffisante 
du tractus biliaire. Des cholangiogrammes 
opératoires de routine sont recommandés. 

Les erreurs les plus courantes et les 
moyens de les éviter sont discutés. Les 
résultats de 500 cas sont présentés. 

L’auteur estime que le cholangiogramme 
de routine est le meilleur procédé d’ex- 
ploration de la vésicule et du tractus 
biliaire. C’est une méthode aisée, simple 
et rapide, la seule permettant un diagnos- 
tic dans certains cas. Des statistiques 
démontrent son utilité. 


SUMARIO 


Mostra-se que a assim chamada sin- 
drome “Post Colecistectomia” é devida 
basicamente a tecnica cirtrgica falha ou 
exploracao insuficiente do tracto biliar. 
Para solver este problema o colangiograma 
operatério é indicado como rotina. Os 
erros mais comuns e a maneira de evita- 
los é discutida e o resultado de 500 casos 
é apresentado. Na opiniao do autor a ob- 
tencéo de um colangiograma operatorio é 
o melhor procedimento exploratério dis- 
ponivel ao cirurgiao tratando a vesicula e 
o tracto biliare que deveria ser empregado 
rotineiramente para que se obtenham me- 
lhores resultados. E um metodo facil, 
simples e rapido. Existem lesées impossi- 
veis de diagnosticar sem o método. Apre- 
sentam-se estatisticas que demonstram as 
conveniéncias de método. 


Avarice is a uniform and traceable vice: other intellectual distempers are dif- 
ferent in different constitutions of mind; that which soothes the pride of one will 
offend the pride of another; but to the favor of the covetous there is a ready way,— 
bring money and nothing is denied. 


—Johnson 
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Critical Analysis of Cardiopericardiomyopexy 
with Fight -Year Follow-Up 
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NEW YORK CITY, NEW YORK 


EART disease is the disease of the 
H myocardium and its blood supply. 
The importance of safeguarding 
the integrity of the myocardium is self- 
evident. Myocardial integrity is, however, 
gradually impaired by the constant arte- 
riosclerotic changes in the coronary arter- 
ies or their branches which narrow and 
occlude the vascular arterial tree, produc- 
ing coronary insufficiency of the myocar- 
dium with the resulting fibrotic changes in 
the myocardial muscle fibers, 

The speed of narrowing of the coronary 
arteries or their branches is not known, 
nor are the speed and extent of the simple 
or degenerative fibrotic changes in the 
myocardium which take place constantly 
while the lumen of the coronary vessels 
narrows, owing to arteriosclerosis. Dock 
stated that arteriosclerosis of the coronary 
arteries precedes sclerosis of the other 
arteries of the body. 

We do not know the extent and speed 
of the natural formation of the intercoro- 
nary or extracoronary collateral circula- 
tion to compensate for the coronary 
insufficiency due to arteriosclerosis. 

Coronary arteriosclerotic changes are 
part of a generalized arteriosclerotic, met- 
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abolic and allergic disturbance. 


My experiments on animals, an account 
of which will be published in another pa- 
per, have shown that dysfunction of the 
pancreas produces arteriosclerosis at an 
unknown rate of speed. In the animal, 
arteriosclerosis can be produced by com- 
plete or partial removal of the pancreas or 
by ligature of one or several branches of 
the pancreatic artery. The arteriosclerosis 
is generalized, not confined to the myocar- 
dium. 

In the myocardium one observes a com- 
pensatory process of intercoronary and 
extracoronary collateral circulation as 
shown by the increase in number of the 
telae arteriae adiposae. 


At the time of occurrence of arterioscle- 
rosis of the coronary vessels, a metabolic 
process takes place in the muscle fiber that 
changes the fibers of the myocardium from 
muscle fibers proper to fibrous tissue. The 
fibrotic changes impair the strength and 
capacity of the myocardium. The reduced 
capacity and strength of the myocardium 
impairs and reduces the cardiac output. 
The exact amount of blood which is re- 
duced, the rate and extent of fibrous tissue 
formation and the rate of formation of col- 
lateral circulation are unknown. Thus the 
myocardium is an unknown quantity. 


In examining a patient with heart dis- 
ease, one must at all times visualize a pic- 
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ture of generalized arteriosclerosis and 
coronary sclerosis. These two conditions 
diminish the inflow of blood to various or- 
gans of the body by arteriosclerotic nar- 
rowing of the lumens of the arteries of 
the organs and the coronary arteries, 
which reduces the capacity for cardiac 
output. 


Arteriosclerotic changes in the pancreas 
cause pancreatic dysfunction. Dysfunction 
of the pancreas produces further arterio- 
sclerosis and a vicious circle is thus estab- 
lished, namely arteriosclerosis of the pan- 
creas causing dysfunction of the pancreas 
and dysfunction of the pancreas producing 
arteriosclerosis. 


My observations have also shown that 
dysfunction of the pancreas creates a sta- 
tus allergicus (hypersensitiveness to aller- 
gens). This was seen in patients who un- 
derwent cholecystotomy for drainage of 
the pancreas. The patients felt well when 
the drainage was free. All their allergic 
symptoms reappeared, however, as soon as 
the cholecystotomy tube was clamped off. 
The symptoms disappeared when the tube 
was unclamped and the drainage became 
free. 


Dysfunction of the pancreas also im- 
pairs the function of the liver and gallblad- 
der and causes distention of the colon and 
the intestines. This was observed in cases 
of cholecystotomy for drainage of the pan- 
creas. When the tube was clamped the pa- 
tients complained of severe discomfort due 
to gaseous distention of the colon, intes- 
tines and stomach. The discomfort disap- 
peared when the tube was unclamped. 

The effects of a distended colon on the 
heart have been described in previous 
articles. 

In my opinion, therefore, the pancreas, 
the liver, and the colon play an important 
role in the progress, symptoms and prog- 
nosis of heart disease. 


With the exception of fatigue, cardiac 
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disease per se has‘no symptoms. This was 
observed in patients who were symptom 
free and who showed no pathologic change 
either on physical examination or on the 
electrocardiogram, while autopsy showed 
extensive coronary disease. Autopsies of 
American soldiers killed in Korea showed 
arteriosclerotic changes of varying extent 
in the coronary arteries of 77 per cent. 
None of these soldiers had exhibited any 
symptoms of heart disease. 

In the group of patients who came for 
cardiopericardiomyopexy and whom I fol- 
lowed for over eight years, I have not ob- 
served heart disease alone; there were al- 
ways coexisting pathologic conditions. 
These included dysfunction of the gall- 
bladder, gallstones, colonic disturbances 
(such as spastic colitis) , redundancy of the 
colon, peptic or duodenal ulcer, esophageal 
diverticula, hiatus hernias, carcinoma of 
the esophagus, carcinoma of the stomach, 
nephritis, allergic disturbances, bronchial 
asthma, posterior nasal drip, uvulitis, si- 
nusitis, fallen arches, periphlebitis and 
varicose veins of the extremities. The 
symptoms and signs of heart disease be- 
came more apparent with the progress of 
the coexisting pathologic conditions. 


There is a lack of experimental work 
for accurate evaluation of the relation 
between the coexisting pathologic condi- 
tions to heart disease proper and to the 
symptoms. A distended colon will produce 
a left splenic flexure syndrome with symp- 
toms of severe anginal pain, tachycardia 
and shortness of breath. I observed this 
symptom or syndrome in some patients 
who had undergone cardiopericardiomyo- 
pexy; a distended colon will compress the 
lungs and thus compress the brachial 
plexus, causing typical anginal pain radi- 
ating to the left arm. Laubry has de- 
scribed his observations on the effect of 
gaseous distention of the splenic flexure on 
anginal pain. Lapiccirela described gas- 
eous distention of the colon and splenic 
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flexure as due to arteriosclerosis of their 
vessels. 

In cases of congestive chronic heart fail- 
ure the colonic gaseous distention will pro- 
duce pulmonary edema by compressing the 
congested lungs. This was observed in 
cases of rheumatic chronic valvular heart 
disease with chronic congestive heart 
failure. 

On the basis of autopsy observations, it 
is my opinion that any patient with an 
abnormal electrocardiogram, with or with- 
out symptoms, should be considered a pa- 
tient with coronary disturbance unless 
proved otherwise. 


A critical study was done of 150 patients 
who underwent cardiopericardiomyopexy 
between 1949 and 1953. Of these, 100 had 
coronary arterial disease and coronary in- 
sufficiency. The majority of these patients 
were over 50 years of age, although the 
range was from 34 to 74 years. All had 
proved disease of the coronary arteries, 
evidenced by typical incapacitating anginal 
pain on mild effort and by electrocardio- 
graphic changes and other objective evi- 
dence of myocardial damage and coronary 
insufficiency. Almost all were completely 
disabled because of anginal pain and dysp- 
nea. The remainder could engage only in 
extremely limited activities. Evidence of 
previous myocardial infarction was pres- 
ent in over one-half of the group, marked 
cardiac enlargement in one-third and con- 
gestive failure in one-third. 


The period of postoperative follow-up 
has ranged over eight years. The results 
of the operation were gauged by the effect 
on exercise tolerance, severity and fre- 
quency of anginal pain, signs of congestive 
failure and ability to return to work or to 
do an increased amount of work. The clin- 
ical results were excellent in all patients 
who survived the operation and who did 
not suffer from coexisting pathologic con- 
ditions. All who survived the operation 
were able to resume normal physical activ- 
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ities without anginal pain or dyspnea. 
Angina pectoris was eliminated, and the 
results of the exercise tolerance test were 
strongly improved even with patients who 
had been totally incapacitated for pro- 
longed periods prior to operation. It was 
gratifying to note that not only was the 
anginal pain eliminated but the symptoms 
and signs of congestive failure, when pres- 
ent, were ameliorated. Another striking 
effect was the feeling of well-being and 
the disappearance of fatigue. 


There were 5 operative deaths (mortal- 
ity rate, 5 per cent). One patient died of 
acute cardiac failure during the operation; 
2 died two days after the operation; one 
died of anuria three days after the opera- 
tion (autopsy revealed multiple gangre- 
nous areas in the kidneys), and the fifth 
died four days after the operation. 


Ten patients died during the follow-up 
period: 2 of renal insufficiency due to hy- 
pertensive disease; 1 of hypertension, 
nephritis and bleeding ulcer of the duo- 
denum; 1 of uremia; 2 of carcinoma of the 
stomach; 1 of virus pneumonia with sec- 
ondary heart failure; 3 of new infarctions 
(1 followed cholecystectomy and appen- 
dectomy, and in 1 case autopsy showed 
new infarction at the transitional zone of 
the remnant of the original myocardium 
and the thin aneurysmal zone of the left 
ventricle; this patient succumbed to the 
attack of coronary infarction after a heavy 
meal and after drinking beer). 


The cardiac status of all 10 patients had 
been markedly improved prior to death. 


The surviving patients lead a gainful 
and normal physical life, in spite of the 
fact that many had severe coronary dis- 
ease and were “cardiac cripples” for a long 
time prior to operation. These patients 
have recently started doing strenuous 
daily exercise. 

Patients who were operated on in the 
past ten months have started these physi- 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


cal exercises within ten days after the op- 
eration. 

Cardiopericardiomyopexy was perform- 
ed on 50 patients with advanced rheumatic 
valvular disease with congestive failure. 
The majority of these patients were in the 
quasiterminal stage. The period of follow- 
up extends over six years. The youngest 
patient was 24 and the oldest 65 years of 
age, with the majority above 45. 

Cardiopericardiomyopexy was perform- 
ed on the rheumatic hearts because of 
arteriosclerotic changes, plus the periarte- 
ritic changes in the coronary arteries 
described by Bouillaud, Krehl, Romberg, 
Gross, and his collaborators, Bayliss and 
Karsner and their collaborators, Klem- 
perer and Hammond. 

The operative mortality rate was 12 per 
cent (6 deaths). In the postoperative fol- 
low-up period 4 patients with a history of 
chronic heart failure, tremendously en- 
larged liver and poor renal function died, 
3 from irreversible heart failure and 1 
from multiple abscesses of the lungs veri- 
fied at autopsy. The cardiac status of all 4 
cases had been decidedly improved prior 
to death. 

The patients who survived the operation 
have shown marked clinical improvement, 
as evidenced by increased exercise toler- 
ance and the diminution or complete dis- 
appearance of heart failure, regardless of 
their serious condition prior to operation. 
This suggests that revascularization of the 
myocardium by cardiopericardiomyopexy 
may augment the blood supply to the myo- 
cardium and thus prevent or abolish myo- 
cardial failure. This was observed in the 
majority of patients, despite the fact that 
nothing was done to correct the existing 
valvular deformities or the degree of car- 
diac hypertrophy and dilatation. The myo- 
cardial function of these patients and their 
ability to carry on physical activities was 
greatly improved, as is shown by the fact 
that they are now doing strenuous physical 
exercises. 
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Several of these patients showed signs 
of tight mitral stenosis. If mitral valvu- 
lotomy should become necessary for them 
in the future, the myocardium, which is 
now nourished by an additional collateral 
blood supply, will be better able to with- 
stand the changes in circulatory dynamics 
that follow this procedure. 

Patients with mitral regurgitation, ad- 
vanced aortic stenosis and insufficiency, 
and tricuspid insufficiency in the presence 
of advanced congestive failure have re- 
sponded satisfactorily to cardiopericardio- 
myopexy. Thus free mitral or aortic regur- 
gitation, aortic stenosis, a severe tricuspid 
lesion or marked ventricular enlargement, 
either left or right, is no contraindication 
to this procedure. 

The good clinical results obtained with 
cardiopericardiomyopexy in patients with 
rheumatic valvular heart disease focuses 
attention on the importance of the condi- 
tion of the myocardium in cases of valvu- 
lar deformity, Cardiac failure may be 
produced or accentuated by myocardial 
damage secondary to rheumatic myocardi- 
tis and fibrosis and by coronary insuffi- 
ciency secondary to rheumatic or arterio- 
sclerotic involvement of the coronary 
vessels in the presence of cardiac hyper- 
trophy. The increased blood supply pro- 
vided by cardiopericardiomyopexy would 
improve myocardial function and thus 
would aid the niyocardium to withstand 
the mechanical effect of the valvular lesion 
and prevent and reduce the severity of 
congestive failure. 

What does cardiopericardiomyopexy ac- 
complish? 

Cardiopericardiomyopexy is the union 
of the pericardium to the myocardium and 
the pectoral muscle to the pericardium. 
The union of the pericardium to the myo- 
cardium is produced by the introduction 
of pure magnesium silicate into the peri- 
cardial sac. The introduction of the foreign 
body into the pericardial sac produces se- 
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vere hyperemia by opening up the inter- 
coronary anastomosis, by increasing the 
number of the telae arteriae adiposae and 
by the production of generalized adhesive 
granulomatous pericarditis with the for- 
mation of new blood vessels between the 
pericardium and the myocardium. Autop- 
sies have shown that these vessels go from 
the pericardium into the myocardium up 
to the endocardium. Autopsies made years 
after operation have shown new blood ves- 
sels filled with fresh blood. 


The union of the pectoral muscle to the 
pericardium is produced by removing the 
left costal cartilage completely, together 
with the perichondrium, thus preventing 
regeneration of the cartilage and making 
possible the union of the muscle to the 
pericardium. Autopsies have shown that 
the union between the muscle and the peri- 
cardium is so complete that any attempt 
to remove the muscle from the pericar- 
dium resulted in tearing of the superficial 
fibers of the myocardium. Thus cardio- 
pericardiomyopexy produces a double 
blood supply from the pericardium to the 
myocardium and from the pectoral muscle 
to the pericardium through vascular ad- 
hesions. This procedure converts an ische- 
mic myocardium to a hyperemic one. 


I wish to stress the superiority of car- 
diopericardiomyopexy to other operations 
for the same purpose. Other operations 
create intercoronary blood vessels only, 
which is anastomosis between arterioscle- 
rotic vessels; while cardiopericardiomyo- 
pexy creates intercoronary anastomosis 
and increases the number of the telae 
arteriae adiposae; produces generalized 
adhesive granulomatous pericarditis, with 
the formation of new blood vessels be- 
tween the pericardium and the myocar- 
dium and, finally, produces vascular ad- 
hesions between the pectoral muscle. and 
the pericardium. 


The new collateral blood supply to the 
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myocardium prepares the myocardium to 
withstand the future ravages of closure 
of the arteriosclerotic coronary vessels. 
Cardiopericardiomyopexy thus prevents 
sudden death due to silent closure of the 
coronary arteries or their branches. It is 
definitely not an operation for symptoms, 
although the symptoms due to coronary 
insufficiency will disappear or improve 
after its performance. It is a prophylac- 
tic preparation of the myocardium to 
withstand future arteriosclerotic ravages 
and thus prolongs the life of the patient. 


The aim of cardiopericardiomyopexy is 
to rehabilitate a ‘cardiac cripple” to lead 
a normal and gainful life. 


We also noticed that patients who un- 
derwent cardiopericardiomyopexy and 
who had suffered from coexisting condi- 
tions prior to operation and had not re- 
sponded to medical treatment responded 
promptly and well to the same treatment 
after cardiopericardiomyopexy. 


As has been mentioned, these “cardiac 
cripples” are all doing daily strenuous 
physical exercises at the time of writing. 


The operative procedure consists in re- 
moving the left fifth costal cartilage with 
the perichondrium; double ligation and 
the severance of the internal mammary 
artery, and the introduction of magnesium 
silicate into the pericardial sac. This op- 
eration is done with the region under 1 
per cent xylocaine local anesthesia. 


Preoperative care is essential to ascer- 
tain that no active coronary disease or 
rheumatic fever exists and that the kid- 
neys excrete satisfactorily. Any coexist- 
ing conditions should be detected, if pos- 
sible, before operation. 


The treatment of the patient with car- 
diac disease cannot stop with the opera- 
tion. Postoperative treatment of the coex- 
isting conditions is of utmost importance 
if good results are to be obtained. 
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SUMMARY 


The author reports a follow-up study of 
150 patients on whom cardiopericardio- 
myopexy was performed between 1949 and 
1953, including data ranging up to eight 
years after the operation, gauging the re- 
sults by the effect of the operation on 
exercise tolerance, the severity and fre- 
quency of anginal pain, the presence or 
absence of signs of cardiac failure and 
ability or inability to return to work or 
to take on increased work. Except in pa- 
tients with no coexisting extracardiac 
pathologic conditions, all who survived the 
operation showed excellent clinical re- 
sults; they were able to resume their nor- 
mal physical activities without angina or 
dyspnea. Exercise tolerance tests gave 
greatly improved results even in patients 
who had been totally incapacitated for 
long periods prior to the operation. There 
were 5 operative deaths, and 10 patients 
died during the postoperative follow-up 
period. 


SUMARIO 


O autor apresenta o resultado pés ope- 
ratorio de 150 pacientes nos quais se efe- 
tuou “Cardiopericardiopexia” incluindo 
cassos com oito anos de operados, avali- 
ando os efeitos da operacéo pelo tolerancia 
aos exercicios, freqiiéncia e severidade dos 
ataques de dor anginal, a presenca ou 
ausencia de sinais de descompensacéo 
cardiaca e a habilidade ou inhabilidade de 
retornar ao trabalho, ou aumento de quan- 
tidade de trabalho. Com excecéo dos paci- 
entes com condicées patholégicas extra- 
cardiacas, todos os que sdbreviveram ao 
ato cirirgico, mostraram excelentes resul- 
tados clinicos, reassumindo as atividades 
fisicas normais sem angina ou dispnea. 

Os testes de tolerancia aos exercicios 
ofereceram resultado que atestavam gran- 
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de melhora mesmo em pacientes que esta- 
vam totalmente incapacitados anterior- 
mente a operacaéo. Ocurreram 5 mortes 
durante a intervencaéo e 10 pacientes faie 


ceram no periodo pos operatério. 


RIASSUNTO 


L’autore riferisce su un controllo a dis- 
tanza eseguito in 150 malati ai quali aveva 
praticato una cardiopericardiopessia negli 
anni dal 1949 al 1953. 

I risultati sono stati valutati mediante 
un controllo delle capacita fisiche degli 
operati, in base alla gravita e frequenza 
degli attacchi anginosi, in base alla pre- 
senza o alla mancanza di segni di insuffici- 
enza cardiaca e alla capacité dei malati 
di riprendere o meno il lavoro abituale, o 
di iniziarne uno pitt gravoso. Tranne nei 
casi in cui vi erano altre condizioni pato- 
logiche extracardi — ache, tutti i malati 
che sopravvissero all’intervento dimostra- 
rono ecellenti risultati clinici, avendo rip- 
reso le loro normali attivita senza dolori 
anginosi né dispnea. 

Le prove fisiche mediante esercizi diede- 
ro risultati eccellenti anche in malati che 
prima dell’intervento erano stati per un 
lungo periodo inefficienti. Vi furono 5 de- 
cessi operatori e altri 10 morti nel periodo 
successivo. 


RESUME 


L’auteur présente une étude (1949- 
1953) portant sur 150 cas de cardiopéri- 
cardiomyopexie, comprenant des résultats 
s’étendant sur une période de 8 ans aprés 
Yopération, résultats basés sur les critéres 


suivants: toléance a l’exercice physique, 
degré et fréquence des douleurs angi- 
neuses, ou absence de symptémes cardia- 
ques, capacité de travail. 

Les résultats cliniques se sont révélés 
excellents chez tous les malades ayant sup- 
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porté l’opération. Cinq décés opératoires, 
dix décés durant la période post-opéra- 
toire. 


ZUSAM MENFASSUNG 


Der Verfasser berichtet iiber die Nach- 
untersuchung von 150 Kranken, an denen 
in den Jahren 1949 bis 1953 eine Kardio- 
perikardiomyopexie ausgefiihrt wurde. 
Die Beobachtungen erstrecken sich iiber 
einen Zeitraum bis zu acht Jahren nach 
der Operation. Als Mabstabe zur Beur- 
teilung der Erfolge dienen der Einfluss der 
Operation auf die Fahigkeit kérperliche 
Ubungen auszufiihren, die Schwere und 
Haufigkeit angindser Schmerzen, das Be- 
stehen oder das Fehlen von Zeichen der 
Herzschwiche und die Fahigkeit oder 
Unfahigkeit, zur Arbeit zuriickzukehren 
oder eine erhéhte Arbeitslast zu tiberne- 
hem. Mit Ausnahme der Kranken, die an 
vom Herzen unabhangigen anderen Kran- 


kheitszustanden litten, hatten alle, die die 
Operation tiberlebten, ausgezeichnete kli- 
nische Erfolge aufzuweisen und waren im- 
stande, ihre normale kérperliche Beschaf- 
tigung ohne anginédse Beschwerden und 
ohne Atemnot wieder aufzunehmen. Die 


Belastungsproben mit K6rperiibungen 
zeigten grosse Besserungen sogar bei de- 
nen, die fiir Jange Zeit vor der Operation 
k6érperlich véllig untauglich waren. Fiinf 
Kranke starben an den Folgen der Opera- 
tion und zehn erlagen ihrer Krankheit im 
Zeitraum der postoperativen Beobachtung- 
speriode. 


RESUMEN 


El autor inforna sobre un estudio com- 
pleto de 150 enfermos operados de cardio- 
pericardiomiopexia entre 1.949 y 1.953, 
incluyendo datos hasta de 8 afios después 
de la operacién y midiendo los resultados 
por el efecto de la operacién en la toleran- 
cia del ejercicio, la gravedad y la frecu- 
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encia del dolor anginoso, la presencia o 
ausencia de signos de desfallecimiento car- 
diaco y la capacidad o incapacidad para 
volver al trabajo o realizar un trabajo 
mayor. 

Exceptuando los enfermos con enferme- 
dades extracardiacas coexistentes, todos 
los que sobrevivieron a la operacién mos- 
traron resultados clinicos excelentes, y 
fueron capaces de volver a sus actividades 
fisiscas normales sin angina ni disnéa. Las 
pruebas de la tolerancia para el ejercicio 
mostraron resultados de alta mejoria, in- 
cluso en enfermos que habian estado in- 
capacitados totalmente durante largos 
periodos antes de la operacién. 5 Enfer- 
mos murieron durante la operacién, y 10 
en el periodo postoperatorio. 
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The severity of pain is most apt to mislead us, where pain is the leading symptom. 
We must all construct a scale of values, as experience grows, a scale that we apply 
to each new case we meet. Of all pains that a surgeon encounters that of a per- 
forated duodenal ulcer is probably the worst, but it is approached or equalled by 
that of coronary thrombosis, a disease that may mimic the surgical emergency most 
closely. Next in severity is the pain of gall-stone colic, and coming a little behind 
this is the pain of renal colic, still further that of acute pancreatitis, and a long 
way behind that of appendicitis or intestinal obstruction. Experience alone will en- 
grave the quality of these pains in our minds. When I hear a surgeon speaking of the 
excruciating agony of acute pancreatitis, I suspect him of being too young to have 
seen many acute emergencies, or too eminent to attend this most unprofitable type 
of case. But, in assessing the severity of any pain we must also assess the personality 
of the sufferer, and apply the necessary corrective factors before we bring it to the 
scale. A phlegmatic individual will not feel and a brave one will minimize a severe 
pain, a highly strung or cowardly one will exaggerate it, and a dishonest one will 
invent it, and by practice or study may give a description accurate enough to mislead 
the expert. There is an Australian seaman of twenty-four, who was last heard of in 


Staines hospital, who may be called a professional perforator. He can describe 
the sudden agony with such vivid imagery, look so ill, and hold his muscles so 
rigid, that he has been opened fourteen times already in various hospitals in different 
parts of the world. It is only when his story is carefully investigated that it appears 
that though the greater part of his time is spent at sea. he has never perforated on 
board ship or in a small harbour without a hospital. 


—Ogilvie 
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OCH’S bacillus, in the form of Pels- 

Leuden’s embolus, affects the kidney 

hematologically, producing the first 
lesions on the cortical glomeruli or on the 
interstitial peritubular vessels emerging 
from these glomeruli. Trueta’s “bypass” 
glomeruli do not seem to be affected, pos- 
sibly because they are larger. Kuster’s 
follicle, medullary or cortical, produces no 
clinical symptoms or, at most, is respon- 
sible for tuberculous bacilluria, albumin- 
uria, or polyuria, often unnoticed by the 
patient. This constitutes the first stage of 
tuberculous bacilluria, which is curable 
spontaneously by resorption of the caseum, 
connective enclosure or calcareous de- 
posit. According to the medical litera- 
ture, about 3 to 5 per cent of the kidneys 
of nontuberculous persons show this type 
of lesion at autopsy. 

The second stage, which is characterized 
by lesions of the excretory system, is clini- 
cal renal tuberculosis and is treated by the 
urologist. Tuberculous foci, originally 
parenchymatous, have spread to the renal 
pelvis, the ureter and the bladder. Clini- 
cal renal tuberculosis, in every case, has 
been preceded by a preclinical phase. The 
settling of the bacilli in the renal pelvis, 
exactly at the sinus papillaris, is the con- 
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sequence of intercurrent pyelitis which, 
paralyzing the renal pelvic musculature 
(Stokes’ law), causes pelvic stasis of the 
urine and damming of the bacilli at the 
static and congestive sinus papillaris, with 
settling at the papilla, an area scantly de- 
fended because of its many tubules, its lack 
of vessels and its congestion by the stasis 
of the urine. 

The pyelitis that provokes pelvic paraly- 
sis and urinary stasis may be due to toxic 
bacilluric urine or a pelvic calculus. 

The paralytic pelvis urine is drained by 
two means: drainage impelled by new 
amounts of urine, and drainage by irregu- 
lar contractions of the pelvis itself, stimu- 
lated by the pelvic dilatation due to urine 
stasis. During the violent contractions 
that take place once in a while, great 
masses of urine are projected against the 
papilla and toward the ureter, causing 
papillary caries and ureteritis, extending 
from the pelvis by way of using Curling’s 
subepithelial lymphatic vessels, or affect- 
ing the more functional and less well de- 
fended portions of the ureter, such as the 
pelvic funnel or, more often, the intra- 
mural portion. It can be seen, therefore, 
that renal tuberculosis is only failure of 
the renal excretory apparatus. 

The kidney is slightly affected in the 
first place; then it is the excretory appa- 
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ratus (pelvic, ureter, etc.) becomes in- 
volved, and this leads to the total and ab- 
solute destruction of the kidney, which 
shows new infections, now ascendent from 
the pelvis itself and clearly of hydrone- 
phrotic origin, which belong to the third 
stage, or irreparable ulcerocaseous renal 
tuberculosis. 

This explains the fact that a tuberculous 
kidney with only slight peripyelic caries, 
results in function only half the normal. 
It is due to the functional excretory altera- 
tion ; the pelvic urinary stasis causes intra- 
tubular urinary stasis, with failure of the 
papillary sphincters (Disse’s muscle) ; the 
intratubular stasis causes intrarenal con- 
gestion; this congestion causes failure of 
tubular resorption and, consequently, the 
polyuria that augments the urinary stasis 
and the repetition “ad nauseam” of the 
functional excretory trouble. 

Only this way of thinking can explain 
satisfactorily the low function of the in- 
cipiently tuberculous kidney. When a 
heminephrectomy is performed, the rest 
of the parenchyma keeps segregating urine 
to a normal concentration; every healthy 
nephron eliminates urine which, outside 
the metabolic exigencies of the moment, is 
constant for human beings and absolutely 
independent of the number of functioning 
nephrons. The “hemikidney” would work 
as a complete one were it not for the hemo- 
dynamic factor, in such a way that the 
only difference between the hemikidney 
and the complete kidney would be the 
amount of urine produced by each of them: 
(one-half for the hemikidney) ; but the 
concentration and quality of the urine 
would be identical in the two cases. 
When a healthy kidney yields 18 Gm. of 
urea and the other kidney (tuberculous) 
only 9 Gm., it is not because of the number 
of nephrons affected by renal tuberculosis 
but because there is something affecting 
all the nephrons, including the nontuber- 
culous ones; this something is the pelvic 
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stasis of the urine. This stasis causes 
polyuria, and polyuria lowers the concen- 
tration of the urine. 


This thesis has been proved many times. 
If a plastic catheter is inserted into the 
ureter, capable of carrying out effective 
and permanent drainage of the pelvic 
urine, renal function improves and be- 
comes equal to that of the healthy kidney 
in those cases in which the parenchyma- 
tous lesions are not too extensive. This 
last and important datum can be identified 
by the results obtained with drainage. 


Actually, nobody can judge a priori the 
function of a kidney affected by inflamma- 
tion involving the renal pelvis; it is neces- 
sary, for proper and exact judgment, to 
empty, by means of catheterization, the 
renal excretory apparatus. If after four 
or five days of effective drainage the func- 
tion is no better, renal function is perma- 
nently affected or the cause of the failure 
is not pyelourinary stasis. The tubercu- 
lous kidney, as much as the lithiatic, the 
pyelonephritic and, in general, the in- 
flamed loses its function because of two 
mechanisms: an anatomic and irreversible 
one (nephrons destroyed by the inflamma- 
tory process) and a functional and revers- 
ible one (healthy nephrons not function- 
ing because of congestion or obstruction). 
In this lie the defects of all renal function- 
al tests (even thase yet unknown): they 
do not tell whether, in a given case, a low 
renal function is curable or not, and this 
is the question of paramount interest. A 
terrific number of these have been offered, 
subject to the changes of fashion; e.g., 
from 1920 to 1930, Ambard’s constant; 
from 1930 to 1940, Rheberg’s test; from 
1940 to 1950, Van Slike’s clearance. The 
kidney’s capacity for producing urine as 
soon as the annulating cause of dysfunc- 
tion is removed is extraordinary: volumi- 
nous pyelonephrosis, removed by morcella- 
tion, may stop for years the closure of the 
operative wound because of a little rest of 
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parenchyma, close to the hilus, left during 
that arduous operation; this small rest of 
parenchyma, with the compression exerted 
by the pyelonephrosis and the inflamma- 
tion suppressed, improves and begins to 
excrete urine, keeping the wound open. 
The same reasoning can be applied to the 
kidney’s medical diseases. 

The new treatment I wish to present is 
an effective and permanent drainage of 
the pyelorenal cavity through natural 
channels. The catheters may be placed, if 
necessary, through a previous cystostomy 
or a cutaneous ureterostomy. Continuous 
suction helps toward better results. 

The basic elements of this new treatment 
for renal tuberculosis are the plastic 
catheters, because, as is well known, com- 
plete drainage of the pyelorenal cavity 
with the usual ureteral catheters is not 
possible. The plastic catheter has an in- 


terior surface absolutely smooth and even; 
its walls are between 0.4 and 0.6 mm. 
thick, providing a useful interior diameter 


of 28 to 32 by 10 mm. (when a No. 12 F 
catheter is used) these figures cannot be 
reached even approximately with ordinary 
catheters. This diameter of the plastic 
catheter makes obstruction difficult. Also 
desirable are its flexibility and its inert- 
ness to body fluids. Patients wear them 
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for thirty days or longer without any 
trouble. 

I have used catheters with thinner walls, 
reducing the exterior diameter; the place- 
ment of a No. 12 F catheter into the ureter 
is possible only after four catheterizations 
(not including forced dilation of the ure- 
ter). The first one, to be left in place for 
twenty-four hours, is a No. 6 catheter, 
and this is changed every twenty-four 
hours to another catheter two units above 
until the No. 12 F is reached. In women 
this is not a serious problem, but in a man 
the passage of a cystoscope able to contain 
a No. 12 F catheter might require special 
anesthesia. This is the situation: The No. 
12 F catheter is the best but requires 4 
catheterizations, No. 8, 50 F requires only 
two catheterizations, but its walls are so 
thin that often they bend acutely and per- 
mit obstruction. 

Antibiotic therapy associated with 
drainage helps its action. It is well known 
that antibiotics “work” because of a sys- 
temic effect (through the blood) and not 
because of a local mechanism (through the 
urine). Generally speaking, pus forma- 
tion as sequestrum or the anatomopatho- 
logic alterations caused by chronic inflam- 
mation are harmful to the blood flow and, 
consequently, to the antibiotics. Septic 


ee 


Fig. 1—Improved form of original aspiration urinal (see text). 


411 
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Fig. 2.—Left, pyelogram, taken before treatment, showing extensive lesions. 


Center, pyelogram taken after forty days of continuous drainage. 


Right, 


pyelogram taken after forty more days of drainage. 


urine constitutes an infectious sequestrum 
inaccessible to the antibiotics ; and this ap- 
plies not only to the bacilli contained in 
the septic urine but to those settled in the 
parenchymatous cavities and on the crypts 


of the pelvic mucosa. The urine retained 
at the renal pelvis acts as infectious 
sequestrum, causing congestion of the 
walls, and interferes with the blood flow 
thereto. This accounts for the brilliant 
effects of the drainage I am advocating. 
After case No. 12 the antibiotics used daily 
are penicillin and Hydrazine; with these, 
another tuberculostatic is used each week: 
streptomycin, PAS and TB 1, on doses 
varied according to each patient’s needs. 


The first effect desired is clinical healing 
of the patient; i.e., stopping of the intense 
pyuria, of the progress of the infection and 
of the pollakiuria. After this comes ana- 
tomic healing, resulting from the absorp- 
tion, enclosure and sclerosis of the lesions, 
meaning that the tuberculous nephrons 
cannot heal. As for the renal pelvis, ure- 
ter or bladder, one must understand that 
the cause of its disturbance and its diffi- 
culty in healing is functional; therefore 
the rest provided for all those organs by 
the placement of a ureteral catheter, is 
favorable to their improvement, both by 
the double anatomic mechanism aforede- 
scribed and by the dilatation of the ureter 
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Fig. 3.—Left, extensive lesions before treatment. 
and disappearance of the superior arm of the pyelum after forty days of 


drainage. 
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Center, improvement 


Right, appearance after drainage maintained for thirty-six 


additional days. 


maintained by the catheter’s continuous 
presence. I have noticed several times 
that the suprastenotic dilatations disap- 
peared with the drainage; the first ones 
to disappear were probably those whose 
distention was only functional. 

With regard to the urine, it is known 
that typical tuberculous urine is colorless 
and more or less muddy; this is due to 
inflammation of the renal pelvis, ureter 
and bladder. The urine, as soon as it 
comes out of the papillae, mixes with sub- 
stances segregated by the tubules (mucin, 
mucoitin, sulfuric acid, etc.) and these sub- 
stances act as protective colloids and give 
the urine its peculiar brightness. When 
the pelvis becomes inflamed there is an 


alteration of the mucosa (polystratifica- 
tion: from the normal 6 layers to 10 or 12) 
and it loses its function of segregating the 
protective colloid, robbing the urine of its 
peculiar brightness. Pyuria is due not 
only to the presence of infection but to the 
fact that the new pelvic ureteral mucosal 
epithelium is not the best tissue to be in 
contact with the urine, causing inflamma- 
tion and exudation; naturally, in those 
cases in which the treatment works out, 
this inflammation is slight, giving the 
urine a slightly translucid aspect, the sedi- 
ment showing only pyuria. The more posi- 
tive effect of the treatment is probably its 
effect on the evolution of renal tuberculo- 
sis; elimination of the renal stasis allows 
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the kidney to adapt itself to the disease. 
Destruction of the kidney is the last con- 
sequence of the corrosion exerted by the 
bacilluric static urine on the parenchyma; 
the form of the lesions clearly shows that 
such retention and corrosion are exerted 
on the walls of the pelvis; therefore, the 
cavern is formed at the Malpghian pyra- 
mid (rich in tubes, poor in vessels), at this 
stage respecting Bertin’s columns (rich in 
vessels, poor in tubes). When the drain- 
age is established one not only fights the 
urinary stasis but gains access to the un- 
protected areas. 


Pelvic drainage reveals the exact extent 
of the parenchymatous lesions. If after 
four days of effective drainage the func- 
tion has not come close to normal, the kid- 
ney is irreversibly lost. I encountered a 
clear example of this: a female patient 
who, after twenty-five days of having a 
No. 12 F catheter in her right kidney, 
working satisfactorily, showed no clear 
improvement of renal function as com- 
pared with that of the healthy left kidney, 
in spite of clear urine on the second day 
of drainage, as usual. Simultaneously, she 
was being given penicillin and streptomy- 
cin. The drainage was removed, the urine 
was clear and the patient felt well, leaving 
town on a vacation. After fifteen days she 
came back with slight fever and a tumor 
on the right flank, identified as a closed 
pyonephrosis, which opened into the pelvis 
that very day, giving its characteristic 
aspect to the urine. In this case effective 
drainage of the pelvis caused closure of 
the communication between the pelvis and 
the tuberculous cavern. Unfortunately, 
however, the cavern was so large that the 
organism was not able to enclose it with 
connective tissue. In fact, it occupied the 
whole anterior surface of the kidney, ex- 
plaining the lack of improvement of renal 
function. 


Conversely, there was another case in 
which the superior arm was annulated by 
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closure, without any alarm sign advising 
nephrectomy. 

I have also noticed the disappearance of 
Koch’s bacillus from the urine practically 
from the beginning of the treatment. This 
has no value, because the cultures and 
inoculations were not done systematically, 
but it is worth noting. 

Urinalysis is done at the beginning of 
the treatment, again when the No. 12 F 
catheter is placed, and then twice a week. 
Urea, chlorides and sediment are asked 
for, and urine is sent systematically to the 
laboratory from both kidneys; even though 
one specimen comes from a vesical cathe- 
ter, my impression is that there is no 
significant leak between the catheter and 
the ureter, affecting the function, 


Macroscopically the urine from the tu- 
berculous kidney clears up on the day 
after placement of the catheter. This was 
observed in all the cases; nevertheless, 
microscopic analysis showed intense py- 
uria. Another way of verifying the re- 
sults of the treatment is the pyelographic 
study, mostly ascendant; the first pyelo- 
gram is taken the day treatment is begun 
and the second one thirty or forty-five days 
later. Urine specimens are collected in 
two different containers placed between 
the patient’s legs. Sometimes, mostly at 
the beginning of the drainage, ureteral 
urine becomes a little hematuric; I en- 
countered no case in which this hematuria 
was so intense as to obstruct the catheter, 
after a few days it disappears. 

After the drainage is finished it is ad- 
visable to keep the urethral catheter in 
place while the ureteral one is removed; 
at the beginning of this procedure it was 
surprising to note the number of cases of 
fever of the pyelonephritic until I discov- 
ered that leaving a No. 12 F catheter in 
place too long dilates the ureteral orifice 
in such a way that the urine’s return was 
possible. After two or three days of 
urethral catheterization the ureteral 
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sphincterian orifice recovers its function. 
A No. 12 F catheter is perfectly tolerated 
for thirty days and more, without any sign 
of necrosis. 

Patients are instructed in the handling 
of the suction mechanism and the contain- 
ers placed between their legs. One is the 
classic Sabot urinal, for vesical urine; the 
other one is Kitasato’s matrass; suction is 
done through the neck of this one, while 
through its rubber cap—perforated by an 
adequate metal tube—the ureteral cathe- 
ter is passed. 

The mechanism is simple, and the pa- 
tient has nothing to do but to squeeze, from 
time to time, the rubber ball placed handy. 
The ball’s point is connected to one of the 
horizontal arms of a glass T tube; the 
other arm is connected to Kitasato’s 
matrass neck by means of a rubber tube 
with a valve, permitting air to pass only 
in the direction of the Kitasato rubber ball. 
At the end of the vertical arm of the T 
tube there is another valve, permitting 


only the exit of the air. When the patient 
squeezes the ball the air comes out through 


the last mentioned valve. The valve con- 
necting the Kitasato matrass and the rub- 
ber tube is closed. When the vacuum is 
reached the valve placed in the vertical 
branch of the T tube closes automatically 
and the connection valve opens; this orig- 
inates a low pressure in the Kitasato de- 
vice, aspirating the urine contained in the 
ureteral catheter. 

Even though the handling and change 
of the Kitasato apparatus is easy, if the 
patient does not cooperate—usually he 
does so willingly—it is better not to use 
the aspiration. During the night the ap- 
paratus does not work; but it does not 
mean an obstacle to the free transit of the 
urine. The original aspirator urinal, im- 
proved, is shown in Fig. 1. 

Results.—I have treated more than 25 
patients as here described, with improve- 
ments and cures (clear and transparent 
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urine); I call “improved” those whose 
urine becomes translucid and pyuric but 
whose functional symptoms disappear 
(renal function improves and pollakiuria 
decreases). The patient in one case con- 
tinued to have translucid urine without 
functional improvement, but pyuria and 
pollakiuria have improved extraordinarily. 
One patient with a healthy double right 
kidney and a single left kidney with tu- 
berculosis, was operated on (nephrecto- 
my) by another urologist a year after 
treatment. 


All patients are given penicillin while 
the catheters are in place: 400,000 U.O. 
with procaine hydrochloride every twenty- 
four hours. In addition they are given 
tuberculostatic medication; in Case 12 I 
used, as a routine, the following pattern: 
constantly, 6 to 8 daily tablets of Hydra- 
zine, with another bacteriostatic each 
week: streptomycin (1 Gm. daily for one 
week), PAS and TB 1, these two accord- 
ing to the patient’s tolerance. Daily 
washes of the cavity with tuberculostatics 
in aqueous solution are used. All the pa- 
tients had Koch’s bacilli in the urine be- 
fore treatment, and none had them, micro- 
scopically, afterward. The results have 
not been verified by inoculations in the 
rat, because the method attempts only to 
heal clinically, i.e., to improve the organ’s 
defense against infection. Anatomic heal- 
ing, by enclosing and sclerosis of the le- 
sions, comes logically later, and it is char- 
acterized by clear and transparent urine. 
The best patients for treatment are those 
in the second stage, characterized by the 
beginning of lesions at the renal pelvis 
and the rapid improvement of renal func- 
tion after the drainage is in operation. 
It must be tried in the cases of bilateral 
involvement, and it is necessary for the 
inoperable. 

In one case of bilateral renal tuberculo- 


sis the worst side, pyelographically, was 
drained first and the other side later. At 
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the time of writing, after a year and a 
half, the patient is living a normal life. 
Another patient had to undergo nephrec- 
tomy but is able to live with the left kid- 
ney only, despite the fact that it was se- 
riously affected at the beginning of treat- 
ment. In the presence of a single tuber- 
culous kidney this treatment is indispens- 
able; a patient of this type is now perfectly 
well with only the superior pyelic arm, 
which is the only one to fill with contrast 
in the ascending pyelographic study. In 
cases of far advanced parenchymatous le- 
sions the progress of the disease can be 
arrested, keeping the renal function prac- 
tically unaltered. 

There are no contraindications except 
the impossibility of catheterizing the kid- 
ney; even so, one must consider the con- 
venience of a cystostomy, ureterostomy, 
pyelostomy, to facilitate drainage and 
aspiration. 

It is possible that with wider use of the 
technic some cases of serious hematuria 
obstructing the catheter may appear; thus 
far I have encountered none. 

The photographs in Fig. 2, taken in two 
cases of the series, reveal the great im- 
provement obtained. 


SUMMARY 


Renal tuberculosis begins with a pre- 
clinical phase, tuberculous bacilluria. Pels- 
Leuden’s embolus stops at the tuft or at the 
interstitial vessels, producing a Kuster 
follicle, which discharges its products into 
the urine. This condition heals sponta- 
neously in many cases (in this series, three 
to five per cent of kidneys studied at autop- 
sy did not reveal tuberculosis but showed 
only cicatricial lesions). 

When the bacilluria coincides with pye- 
litis, the pelvic urinary stasis causes 
settling of the bacilli at the less defended 
part: the sinus papillaris and the lesions 
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show in the pyelogram: This is the second 
stage, or clinical renal tuberculosis. Later 
this pyelitis affects the excretory pelvis 
and the ureter, exacerbating the retention, 
and causes new intrarenal lesions (now 
ascending) which are pathogenically hy- 
dronephrotic. This is the third stage, or 
irreversible ulcerocaseous renal tuberculo- 
sis (80 per cent of all cases). 

Renal tuberculosis, therefore, means 
failure of the excretory apparatus. Treat- 
ment must include drainage of urine from 
the tuberculous kidney by means of a No. 
12 F plastic catheter, with continuous as- 
piration, for twenty to forty-five days. 
Urine is drained from the healthy kidney 
through a No. 12 F urethral catheter 
placed beside the ureteral tube. 

Comments and illustrations for two 
cases are presented. 


RESUMEN 


Los émbolos de Pels-Lenden se detienen 
en el glomérulo o en los vasos intersti- 
ciales produciendo un foliculo de Kuster 
que vierte sus productos en la orina. Este 
es el primer estadio de la baciluria tuber- 
culosa, que cura expontaneamente en la 
mayor parte de los casos (del 3 al 5% de 
los rifones observados en autopsias pre- 
sentan lesiones cicatriciales pero no focos 
tuberculosos.) 

Cuando la baciluria coincide con pielitis 
la estasis urinaria en la pelvis determina 
el asentamiento de los bacilos en la parte 
menos defendida, el] simus papillares, ori- 
ginando lesiones que muestra el pielo- 
grama. Este es el 2° estadio o tuberculo- 


sis renal clinica. 

Mas tarde esta pielitis afecta a la pelvis 
excretora y al ureter, exacerbando la re- 
tencién y determinando neuvas lesiones 
intrarenales (ahora ascendientes) que son 
patogenicamente hidronefréticas. Este es 
el tercer estadio o tuberculosis renal ul- 
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cerocaseosa ireversible (80% de todos los 
casos). 

Consecuentemente la tuberculosis renal 
significa un fallo del aparato excretor. 
El tratamiento, por lo tanto, debe incluie 
el drenaje de la orina desde el rifién tuber- 
culoso por medio de un cateter ureteral 
plastico (12F) con aspiracién continua 
durante 20 a 25 dias, al tiempo que la 
orina es drenada del rifiém sano con un 
cateter uretral (12F), que e coloca en la 
uretra al lado del cateter ureteral. 


El autor informa de dos casos, y pre- 
senta un aspirador que puede ser facil- 
mente manejado por el enfermo. 


RIASSUNTO 


Il primo stadio della bacilluria tuberco- 
lare é rappresentato dall’arresto dell’em- 
bolo batterico al ciuffo terminale o alle 
diramazioni vascolari interstiziali, da cui 
passa nelle urine. Questo stadio di solito 
guarisce spontaneamente (il 3-5% dei reni 
esaminati all’autopsia non dimostra lesioni 
tubercolari, ma solo cicatriziali) . 


Quando la bacilluria si accompagna a 
pielite, la stasi di urina nella pelvi deter- 
mina l’attecchimento dei germi nelle zone 
meno difese, i seni papillari, e la lesione 
diviene visibile nel pielogramma, Questo é 
il secondo stadio, o stadio clinico della 
tubercolosi renale. In seguito la pielite si 
propaga alla parte escretoria e all’uretere, 
aggravando la ritenzione e determinando 
nuove lesioni intrarenali (ascendenti in 
questo caso) che costituiscono |’idrone- 
frosi. Questo é il terzo stadio, quello della 
tubercolosi renale ulcerocaseosa irreversi- 
bile (80% di tutti i casi). 

Di conseguenza, la tubercolosi renale 
rappresenta l’esito di una insufficienza 
dell’apparato escretore e la cura, pertanto, 
deve comprendere il drenaggio dell’urina 
dal rene tubercoloso per mezzo di un cate- 
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tere ureterale (12 F) con aspirazione con- 
tinua dell’urina per un periodo di 20-45 
giorni, Le urine provenienti dal rene sano 
devono essere tolte mediante una sonda 
uretrale messa a fianco del catetere ure- 
terale. 

L’autore riferisce 32 casi e dimostra 
Yapparecchio di aspirazione regolato con 
facilita dal malato stesso. 


RESUME 


L’embolus de Pels-Leuden s’arréte au 
niveau des glomérules ou des vaisseaux 
interstitiels, provoquant un follicule de 
Kuster qui se déverse dans I’urine: c’est 
le premier stade, ou bacillurie tuberculeuse, 
qui se guérit spontanément dans la plupart 
des cas (3 & 5% des reins examinés a 
Yautopsie montrent des lésions cicatrici- 


elles mais pas de tuberculose). 


Lorsque la bacillurie coincide avec une 
pyélite, la stase urinaire détermine la fixa- 
tion des bacilles 4 l’endroit de moindre 
résistance; les lésions provoquées sont vis- 
ibles 4 la pyélographie: c’est le deuxiéme 
stade, ou tuberculose rénale clinique. 


Plus tard la pyélite atteint le pelvis ex- 
créteur et l’uretére, augmentant la réten- 
tion et déterminant de nouvelles lésions 
(ascendantes) rénales, qui sont pathogén- 
iquement hydronéphrotiques. C’est le tro- 
isiéme stade, ou tuberculose rénale ulcér- 
ocaséeuse irréversible (80% de tous les 
cas). 

Le traitement doit comprendre un drain- 
age urinaire du rein tuberculeux au moyen 
d’un cathéter urétéral en matiére plastique 
(12 F) avec aspiration continue durant 
20 a 45 jours; l’urine est drainée du rein 
sain par un cathéter placé dans l’urethre 
a cété du cathéter urétéral. 

L’auteur rapporte 32 cas, et présente 
un type d’aspirateur aisément maniable 
par le malade. 
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ZUSAMMENFASSUNG 


Der Pels-Leudensche Embolus setzt sich 
am Glomerilus oder an den interstitiellen 
Gefassen fest und erzeugt einen Kiister- 
schen Follikel, der seine Produkte in den 
Harn ergiesst. Dies ist das erste Stadium: 
die tuberkulése Bazillenausscheidung 
durch den Harn, Es heilt meist von selbst. 
(Drei bis fiinf Prozent der autoptisch be- 
obachteten Nieren zeigen keine Tuberku- 
lose, jedoch narbige Veranderungen). 

Wenn die Ausscheidung von Bazillen 
mit einer Nierenbeckenentziindung zeit- 
lich zusammentrifft, fiihrt die Harnverhal- 
tung im Nierenbecken zur Niederlassung 
der Bazillen am wenigst widerstandsfahi- 
gen Ort, dem Sinus papillaris, und die Ver- 
anderungen lassen sich am Pyelogramm 
nachweisen. Dies ist das zweite Stadium 
oder die klinische Nierentuberkulose. 
Spater befallt die Nierenbeckenentziin- 
dung den exkretorischen Teil des Nieren- 
beckens und den Harnleiter, verschlim- 
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mert auf diese Weise die Harnverhaltung 
und fiihrt zu neuen (nunmehr aufsteigen- 
den) Schadigungen innerhalb der Niere, 
die pathogenetisch einer Hydronephrose 
gleichkommen. Dieses ist das dritte Sta- 
dium oder eine irreversible geschwiirig- 
kasige Nierentuberkulose (80 Prozent 
aller Faille). 

Die Nierentuberkulose bedeutet also ein 
Versagen des Ausscheidungsapparrates. 
Die Behandlung muss daher eine Drai- 
nierung des Harns aus der tuberkulésen 
Niere mittels eines plastischen Harnleiter- 
katheters (12 F) einschliessen, verbunden 
mit standiger Absaugung des Harns tiber 
einen Zeitraum von 20 bis 45 Tagen. Der 
Harn der gesunden Niere wird durch einen 
Harnrohrenkatheter (12 F) abgeleitet, 
der in der Harnroéhre neben den Harnlei- 
terkatheter zu liegen kommt. 

Der Verfasser berichtet iibber zwei 
Falle und beschreibt einen Ansaugungs- 
apparat, der vom Patienten leicht bedient 
werden kann. 


Whenever a man exclaims that all mankind are villains, be ‘assured that he con- 


templates an instant offer of himself as an exception. 


To discover the spots in the sun, is to some men greater than the discovery of 


the laws that govern the sun itself. 


—Jerrold 
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about the mechanisms of various types 

of pain in the head. Broader under- 
standing of the role of the intracranial and 
extracranial arteries in cases of migraine 
and migrainoid headache now prevails. The 
importance of muscular tension in the pro- 
duction of pain in the head has been well 
established, and the old concept of head- 
ache due to increase of intracranial pres- 
sure has been discarded. It is generally 
agreed that conditions causing increased 
pressure produce pain only by traction, 
distortion or irritation of pain-sensitive 
vessels or meninges, rather than by pres- 
sure per se. 

Even though the great majority of dis- 
turbances involving headache indicate ab- 
normal vascular function and/or muscle 
tension, the neurosurgeon must deal with 
that small minority of cases in which the 
cephalic pain is derived from specific intra- 
cranial lesions that irritate specific pain- 
sensitive structures. Investigations of the 
sensitivity to pain of various tissues and 
anatomic structures in and about the head 
have shown the following: The scalp, in- 
cluding the pericranium and scalp arteries, 
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|: recent years, much has been learned 


is sensitive to pain, as are the extracranial 
muscles and the cervical muscles. The basal 
dura, together with the dural partitions 
(including the tentorium cerebelli, the Falx 
cerebri and the meningeal arteries) is sen- 
sitive to pain. So also are the basal or 
proximal segments of the principal cere- 
bral arteries. The orbital tissues, the 
nasal and paranasal mucosa and the middle 
ear are sensitive to pain. The tissues of 
the brain, including the pia arachnoid, the 
ependyma and the more peripheral vascu- 
lar segments are insensitive to noxious 
stimuli. The parietal dura, i.e., the dural 
envelope over the convexity of the cerebral 
hemispheres, is insensitive except along 
the meningeal arteries. The skull is 
totally insensitive. 

The basal dura of the posterior cranial 
fossa is especially well supplied with af- 
ferent pain fibers of the trigeminal system 
and is known to be rather more acutely 
sensitive to pain than are other areas. Le- 
sions irritating this area, and also the ten- 
torium, are known to cause pain, which is 
referred to the back of the neck and sub- 
occipital regions. Diagnosis and exact lo- 
calization of lesions causing pain in these 
areas involves study of the cervical portion 
of the spine, as well as the posterior cranial 
fossa, and may require the full gamut of 
neuroradiologic studies, including routine 
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roentgenograms of the skull and the cer- 
vical portion of the spine, spinal manomet- 
ric study, examination of the cerebrospinal 
fluid, as well as myelographic cerebral 
pneumographic and cerebral angiographic 
studies — in particular, vertebral angio- 
graphic investigation. 

Many neurosurgeons have learned how 
to puncture the vertebral artery with fa- 
cility, and this has permitted roentgen 
identification of specific vascular lesions 
and anomalies of the posterior cranial 
fossa, such as cerebellar angiomas, vascu- 
lar tumors of other types, arteriovenous 
malformations, aneurysms and other 
anomalies of the vertebral-basilar arterial 
system. 

In the clinical investigations of patients 
with severe, disabling, pulsating nucho- 
occipital pain, I have encountered 2 in 
whom the only lesion demonstrable by any 
of the aforementioned methods was a tor- 
tuous basilar artery. Explorations of the 
posterior cranial fossa failed to reveal 
other lesions in either case. Both patients 
were largely and surprisingly relieved of 
their extreme pain. Since nothing was re- 
moved, except the suboccipital bone neces- 
sary to expose the posterior fossa, it 
seemed that this “decompression” had 
somehow interrupted the mechanism of 
pain. This fact suggested the hypothesis 
that the pain may arise from a tug on the 
basilar dura with each pulsation of the 
kinked basilar artery. The relief of pain 
after the operation was more difficult to 
explain. It was considered possible that 
opening the posterior compartment per- 
mitted an increment of the pulsation to be 
transmitted extracranially, thereby dimin- 
ishing the force of each unkinking tug and 
perhaps diminishing the arterial excur- 
sions. 

A certain moderate tortuosity of the 
basilar artery can sometimes be observed 
in autopsy specimens, usually in arterio- 
sclerotic subjects. Moreover, several re- 
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ports of vertebral angiographic studies in- 
dicate that some tortuosity is occasionally 
observed and is considered an anatomic 
variant, although no previous references 
have been made to the possible role of this 
tortuosity in syndromes involving pain in 
the head. I do not assert that this anom- 
aly or anatomic variant is always produc- 
tive of pain, but I should like to call atten- 
tion to the extreme degree of tortuosity 
shown in the vertebral arteriograms in the 
following cases. 


REPORT OF CASES 


CASE 1.—G. J., a white man aged 46, was 
first seen in August 1951, in Saginaw, Mich- 
igan. He had been a deaf mute since an 
attack of meningitis in early childhood. Ach- 
ing stiffness of the neck had been present for 
two years. Chiropractic treatment had been 
given. Sudden severe attacks of sharp, throb- 
bing left-sided nucho-occipital pain had oc- 
curred in the past two to three months. Pain 
was induced and aggravated by bending low 
or by lying recumbent. Pain was not induced 
or aggravated by movements of the neck. The 
usual duration of pain was one hour. There 
was no local tenderness. There were several 
attacks daily. The patient had been sleeping 
in a chair for two months. The neurologic 
history was otherwise not abnormal. 

Examination.—The patient’s physique was 
athletic. The blood pressure in millimeters 
of mercury was 126 systolic and 80 diastolic. 
There were many cutaneous papillomas of the 
trunk. Aside from deafness there were no 
cranial nerve defects. The optic fundi were 
normal. There was no tenderness in’ the head 
or neck. Motion of the neck was neither lim- 
ited nor painful. Neurologic examination 
gave entirely normal results. Compression of 
the left carotid artery in the neck produced 
some relief of the cephalic pain. 

Work-Up.—Roentgenograms of the chest, 
the skull and the cervical portion of the spine 
were all normal. Routine studies of the blood 
and urine revealed values within normal limits. 
The spinal fluid by the usual tests, including 
a spinal manometric procedure, was normal. 
A cervical myelographic study and a ventric- 
ulogram gave completely normal results; the 
latter demonstrated the fourth ventricle to be 
well filled and not deformed and to be located 





VOL. XXVIII, NO. 4 


in its normal position in the midline. Ver- 
tebral arteriographic study revealed pro- 
nounced tortuosity of the basilar artery. 
Course in Hospital. — Infiltration of the 
nucho-occipital muscles and scalp with pro- 
caine hydrochloride failed to relieve the pain. 
The progressive and severely d:sabling char- 
acter of this pain demanded that some effort 
should be made to relieve the patient’s discom- 
fort. A suboccipital craniectomy was under- 
taken on an exploratory basis, and nothing ab- 
normal was encountered in the posterior cra- 
nial fossa. The tortuous basilar artery was not 
visualized at operation. The postoperative 
course was uneventful, and the patient was 
surprisingly and completely relieved of his ex- 
treme paroxysms of throbbing nucho-occipital 
pain. His convalescence was uneventful, and 
he returned to his normal occupation two 
months after the operation. Nine months 
after the operation he returned, complaining of 
a mild feeling of pressure in the left suboc- 
cipital region, together with occasional neural- 
gic stabs of pain in the left tonsilar fossa. He 
stated at this time that his residual symptoms 
were relatively mild and that he was “possibly 
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Fig. 2. 


80 per cent improved after his operation.” No 
additional abnormalities were disclosed. It 
was thought that the stabbing pains in the 
tonsilar fossa might possibly represent irrita- 


tion of the glossopharyngeal nerve within the 
posterior cranial fossa, caused by pulsations of 
the tortuous basilar artery. 

In October 1955 this patient showed dissem- 
inated enlargement of the lymph nodes, and the 


diagnosis of lymphomatosis was made. With 
an intervening period of four years of rela- 
tively good health, it seems rather unlikely 
that the painful nucho-occipital problem was 
related in any way to the present lymphoma. 
Case 2.—R. B., a white youth aged 19, was 
first seen in September, 1956. Nucho-occipital 
head pains, induced by strenuous exertion, had 
begun one and one-half years earl‘er. The pain 
was “throbbing” when severe. Episodes of 
vertigo with change of posture had begun 
eight months earlier. Spontaneous episodes 
of nucho-occipital pain with extension of pain 
to the shoulders, associated with weakness of 
all four extremities, had begun in April. Three 
such episodes had occurred up to two weeks 
before the initial neurologic examination. 
Since then, they had become more frequent and 
more severe. The most severe episode had oc- 
curred on the day before examination and was 
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associated with numbness on the soles and 
toes, as well as severe nausea. The ep:sodes 
usually lasted about one-half hour. Recently 
there had been some generalized headache in 
addition to the nucho-occipital pain. Vision 
was blurred when dizziness was present, as 
was also a slight tendency to stagger. The neck 
had become increasingly stiff and sore. There 
was no history of trauma to head or neck. 

Examination.—The patient was cooperative 
and alert, with a large frame and weighing 
210 pounds (95.2 Kg.). The blood pressure was 
140 systolic and 80 diastolic. There was no 
nystagmus. The optic fluid fundi were nor- 
mal. The suboccipital area was tender bilat- 
erally. Percussion in the suboccipital areas 
caused sharp pain. The upper cervical part 
of the spine was tender. Motion of the neck 
was limited and painful, especially rotation to 
the left in hyperextension. The cranial nerves 
were intact. No paresis of upper extremities 
was noted. Segmental sensory impairment was 
observed distally along the forearm and ex- 
tending to the thumb and index finger, corre- 
sponding to the probable distribution of the 
sixth cranial nerve. Tendon reflexes in the 
upper extremities were fairly brisk. There 
was a mild bilateral Hofman reflex. No paresis 
of the truncal musculature was present. The 
abdominal reflexes were feebly present in all 
quadrants. There was mild diffuse paresis of 
the left lower leg. The tendon reflexes were 
symmetric and unusually brisk in the legs. 
There was no clonus. No Babinski sign was 
present. There was impaired sensibility to 
pain and heat in the left leg. 

Work-Up. — Roentgenograms of the skull 
were normal, and roentgenograms of the cer- 
vical portion of the spine revealed only loss of 
the normal lordosis. 

Impression.—It was the impression that an 
intraspinal neoplasm, approximately at the 
fifth or sixth cervical level, was probable, but 
that a neoplasm of the posterior fossa must 
also be considered. Cervical myelographic 
study examination of the cerebral spinal fluid 
and studies of the blood and urine revealed 
nothing outside the normal range. Vertebral 
arteriograms revealed a_ grossly tortuous 
basilar artery. Ventriculograms revealed a 
normal ventricular system with a well-filled 
fourth ventricle, not deformed or displaced 
from its position in the midline. 

Course in Hospital.—Suboccipital craniec- 
tomy was performed on an exploratory basis, 
and no abnormality was observed within the 
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posterior cranial fossa. The tortuous basilar 
artery was not visualized. The postoperative 
course was uneventful. The patient was com- 
pletely relieved of his extreme paroxysms of 
nucho-occipital pain. After the operation, ab- 
solutely none of the neurologic abnormalities 
previously detected could be found. Subse- 
quently the patient has occasionally com- 
plained of some stiffness and soreness of his 
neck and some grating sensation, but he is 
vastly improved and estimates his improve- 
ment at close to one hundred per cent. He is 
now regularly employed in a newspaper pho- 
tographic laboratory. 


SUMMARY 


Two cases are presented in which the 
essential problem was intense paroxysms 
of extremely disabling nucho-occipital pain. 
In the second case there was an associated 
bulbar encephalopathic condition. The only 
lesion that could be demonstrated with any 
of the neurosurgical diagnostic methods 
available was tortuosity of the basilar ar- 
tery. Exploration of the posterior cranial 
fossa in both cases failed to disclose other 
lesions. Both patients were largely re- 
lieved of their extreme pain and were sub- 
sequently rehabilitated. 


RIASSUNTO 


Vengono presentate le osservazioni di 
due pazienti affetti da violentissime cefa- 
lee occipitali, in cui con tutti sussidii diag- 
nostici neurochirurgici non si riusci a met- 
tere in evidenza altro che una tortuosita 


dell’arteria basilare. L’esplorazione della 
fossa cranica posteriore, pur confermando 
l’assenza di altre condizioni patologiche, 
recd grandissimo giovamento ai pazienti. 


SUMARIO 


Dois casos séo apresentados, em que o 
problema essencial eram intensos paroxis- 
mos de dor nucho-occipital. No segundo 
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caso existia uma condicaéo encefalopatica 
associada. A unica leséo que péde ser de- 
monstrada com os métodos de diagnostico 
neuro-cirtrgico disponiveis, foi tortuosi- 
dade da arteria basilar. Exploracéo da 
fossa crania] posterior em ambos os casos 
nao revelou outras lesdes. Uma atenuacao 
dos sintomas severos observou-se nos dois 
casos, com rehabilitacéo subsequente. 


ZUSAMMENFASSUNG 


Es wird ueber zwei Faelle berichtet, bei 
denen das wesentliche Problem in heftigen 
paroxysmalen aeusserst behindernden 
Schmerzen des Nackens und der Hinter- 
hauptgegend bestand. 

Der zweite Fall ging mit einer bulbaeren 
Gehirnerkrankung einher. Die einzige 
Veraenderung, die sich mit den verfueg- 
baren nervenchirurgischen diagnostischen 
Verfahren nachweisen liess, war eine Ver- 
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drehung der Basilararterie. In keinem 
der beiden Faelle wurden bei der Eroeff- 
nung der hinteren Schaedelgrube andere 
Erkrankungen aufgedeckt. Beide Kranke 
wurden in hohem Masse von ihren hefti- 
gen Schmerzen befreit und wiederherge- 
stellt. 


RESUME 


Deux cas d’incapacité grave dus a des 
douleurs occipito-cervicales paroxystiques 
intenses sont présentés. Le second cas 
montrait un état encéphalopathique bul- 
baire. La seule lésion pouvant étre vérifiée 
lors des divers examens pratiqués consis- 
tait en une tortuosité de l’artére basilaire. 
Dans les deux cas une exploration de la 
fosse cranienne n’a révélé aucun autre 
symptome. Ces malades ont ou étre gran- 
dement soulagés et ont repris une vie 
normale. 


Despotism sits nowhere so secure as under the effigy and ensigns of Freedom. 


Let the loss of our friends be our only grief; and the apprehension of displeasing 


them our only fear. 


Ambition does not see the earth she treads on: the rock and the herbage are of 


one substance to her. 


Coarse stones, if fractured, may be cemented again; precious stones, never. 


—Landor 
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HE past ten years have seen the ad- 
| vet of striking changes in the treat- 

ment and prognosis of heart disease 
during pregnancy. While this combina- 
tion has always been recognized as a major 
cause of maternal and fetal mortality, it 
is but recently that cardiac disease has 
risen to the position of the leading cause 
of maternal mortality in several large cen- 
ters.. Although the actual number of 
deaths due to this cause has moderately 
decreased in recent years, it has been the 
dramatically increased salvage in maternal 
deaths due to hemorrhage and toxemia, 
because of modern day therapeutics, that 
has raised the proportional occurrence of 
cardiac deaths in pregnancy to an “all- 
time high.” 

This paper will continue to employ the 
term “mitral commissurotomy,” as has 
been the recent trend among American 
authors. Baker and his collaborators,’ 
however, have brought out seemingly valid 
objections to this term, saying that more 
than mere cutting of commissures is ac- 
complished; often an actual valvoplasty is 
done, with the valve commissures achiev- 
ing more nearly perfect approximation 
after surgical intervention. ‘“Valvulo- 
plasty” and “‘valvulotomy” are also con- 
sidered inappropriate, as it is a valve, not 
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a valvule that is subjected to operation. 
Gerbode, and his co-workers* described 
the initial interest in surgical treatment 
of the mitral valve as early as 1898. Sir 
Lauder Brunton’s clinical experiments and 
his suggestion, in 1902, that symptomatic 
improvement might follow surgical attack 
upon the stenotic mitral valve, were fol- 
lowed by a series of letters in the Lancet, 
mostly opposed to this type of surgery. 

Physiologic Aspects of the Circulation 
during Pregnancy.— The pregnant state 
brings forth a number of physiologic 
changes that continue throughout gesta- 
tion and into the puerperium. Chief among 
these is a gradual increase in both cardiac 
output and blood volume. Also adding to 
the cardiac load are the arteriovenous pla- 
cental communications, the retention of 
sodium and fluid and the increased meta- 
bolic rate, all normally present during 
pregnancy. The cardiac output and blood 
volume begin to rise early in pregnancy 
and rise persistently 32 to 60 per cent 
above nonpregnant levels by the twenty- 
eighth to thirty-fourth week. Thereafter, 
a slow return occurs toward normal levels, 
with an increase again in the immediate 
postpartum period,‘ possibly as high as 32 
per cent, and a return to normal levels by 
two weeks postpartum. 

These physiologic changes are easily 
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tolerated by a normal heart, but the pa- 
tient who has a stenosed mitral valve ob- 
structing the attempt toward increased 
cardiac output by greater diastolic filling, 
and who is also coping with an increase 
of blood volume, finds herself with a doubly 
consequent increase in the left auricular 
and pulmonary arterial pressure, running 
the risk of pulmonary edema and cardiac 
decompensation. 

The aforedescribed sequence of events 
is borne out by Mendelson’s figures,® which 
show that maternal mortality rates par- 
allel the changes in hemodynamics on a 
monthly curve. This has been corrobo- 
rated by others. 

The diagnosis of cardiac disease in 
pregnancy is understandably difficult. The 
symptoms associated with a completely 
normal pregnancy, arising from the phys- 
iologic changes aforementioned, may 


mimic those of cardiac disease to a degree, 
making diagnosis a procedure fraught 
with the possibility of error. The edema, 


cardiomegaly, dyspnea, shortness of 
breath, fatigue and gain in weight so often 
associated with cardiac disease may all be 
observed in a functionally perfect heart 
during pregnancy. 

Burwell® stressed the importance of 
tachycardia in inducing pulmonary edema 
by showing that when the cardiac pulse 
increases from 70 to 140 beats per minute 
the available diastolic filling time through 
the mitral valve is decreased by 25 per 
cent. Such a reduction in flow would call 
for increased left auricular pressure, and 
in the presence of mitral stenosis, with an 
already increased left auricular pressure, 
this additional rise places the patient much 
closer to resulting congestive phenomena. 

Rheumatic Disease of the Heart in 
Pregnancy.—Cardiac disease of all types 
in pregnancy accounts for 15 to 25 per cent 
of all maternal deaths.? This is acknowl- 
edged by most recent reports as the lead- 
ing cause of maternal death during preg- 
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nancy. The percentage of pregnant pa- 
tients who have organic cardiac disease 
is 0.8 to 3.7 per cent.’ In this group, 80 
to 95 per cent of the lesions are of rheu- 
matic origin.? Of rheumatic lesions oc- 
curring in the pregnant patient, 75 to 84 
per cent are restricted to the mitral valve 
and are mainly stenotic. Investigators 
have found that rheumatic disease of the 
heart in pregnancy carries a mortality 
risk of 1 to 3 per cent, appreciably higher 
when decompensation is present or when 
there is a history of same.’® As will be 
seen, this last figure merits primary con- 
sideration when the risk of surgical inter- 
vention is under consideration. The func- 
tional classification of cardiac disease by 
the New York Heart Association is gener- 
ally regarded as the most useful guide for 
the classifying of cardiac patients accord- 
ing to a standard :" 

Class I: Cardiac disease without limitation 
of physical activity. Diagnosis made by 
physical findings alone. 

Class II: Cardiac disease resulting in slight 
limitation of physical activity. (Al- 
though the patient is comfortable at 
rest, ordinary physical activity will re- 
sult in fatigue, palpitation, dyspnea or 
anginal pain.) 

Class III: Cardiac disease resulting in 
marked limitation in physical activity. 
(Although the patient is comfortable 
at rest, less than ordinary activity 
causes cardiac symptoms.) 

Class IV: Cardiac disease resulting in in- 
ability to carry on any physical activity 
without discomfort. (Symptoms of 
anginal syndrome or insufficiency are 
present even when the patient is at 
rest and will increase if any physical 
activity is undertaken.) 

Undiagnosed Manifestations: Symptoms or 
signs referable to the heart, but no 
definite diagnosis of cardiac disease. 


Congestive failure in a pregnant patient 
with mitral stenosis is the complication 
that darkens the outlook. The prognosis 
is seriously compromised when the pa- 
tient is in congestive failure or has a his- 
tory of the same.'? 
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There has been some confusion in the 
literature as to the effect of parity on the 
prognosis in an individual case. The con- 
clusions reached imply that while the pa- 
tient is pregnant she is undergoing an in- 
creased risk, and future pregnancies would 
entail repeated risks, though of no greater 
magnitude than the risks of former preg- 
nancies.'* Figures in the past that stressed 
an increased mortality rate for multigrav- 
idae were obscuring the known fact that 
increasing age, rather than parity, is the 
definitely progressive hazard.'* This con- 
clusion, plus the availability of surgical 
treatment, suggests the abandonment of 
therapeutic sterilization and also calls for 
reevaluation of the recommendations given 
to the patient with cardiac disease who 
desires further pregnancies. 


In the past there has always been a fear 
that rheumatic disease would be more 
liable to reactivation during pregnancy 
and would be fatal in nearly all cases. 
This has not been confirmed. In fact, the 


noticeable absence of active symptoms of 
rheumatic fever in pregnant women as 
compared to nonpregnant women, has led 
several investigators’ to postulate the 
presence of a pregnancy hormone that pro- 
tects the patient against active rheumatic 
disease. 


As regards rheumatic activity, Zinsser 
and Parkinson,!® have cast serious doubts 
on the validity of Aschoff nodules in bi- 
opsied auricular appendages as a sign of 
rheumatic activity. In spite of their vig- 
ilance to exclude patients with active 
rheumatic disease from surgical interven- 
tion, these authors observed independently 
that 45 and 33 per cent, respectively, of 
their biopsies revealed Aschoff nodules. 
Percentages as large as that, in the ab- 
sence of clinical signs, call for reappraisal 
of their significance. 

The ideal medical treatment would in- 
clude a thorough cardiac assessment prior 
to pregnancy. This would provide a basis 
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on which to compare the changes of early 
pregnancy. This, unfortunately, is not 
feasible in every case. It is also recom- 
mended that a thoracic roentgenogram be 
taken as early as possible in the pregnancy 
of the cardiac patient, to determine the 
size of the resting heart. 


The time-honored conservative medical 
treatment of mitral stenosis is perfectly 
adequate in the large majority of cases. 
Indeed, with selected patients under a con- 
trolled therapeutic regimen, the statistical 
results published!” are good enough to 
suggest that further refinements in ther- 
apy are not urgently needed. The core of 
medical treatment is careful observation 
during pregnancy. This in turn dictates 
bed rest, weight control, a diet low in 
sodium, mercurial diuretics, digitalization 
and the administration of quinidine, the 
last-mentioned three being employed when 
necessary. As soon as there is a break in 
cardiac compensation, the patient should 
be hospitalized and kept at absolute bed 
rest until the completion of her pregnancy. 
This may be difficult to accomplish in many 
instances, for many reasons, not the least 
of which is the financial one. Sellors and 
his co-workers'® expressed opinion that, 
once pulmonary edema has occurred in 
early pregnancy, it is most likely to appear 
again, and the therapeutic choice lies be- 
tween commissurotomy and hysterotomy. 
Others too,!® have acknowledged the fact 
that some patients will not survive the 
pregnancy even under the most rigid 
medical care. It is for these patients that 
a more radical approach, a salvage opera- 
tion, so to speak, might be employed. 


The Role of Commissurotomy Today.— 
The major aim of commissurotomy at any 
time is to reduce or remove the valvular 
obstruction without creating serious val- 
vular incompetence. The major effect, 
therefore, would be a reduction in pulmo- 
nary hypertension, which, when present, 
according to McLeod, gives rise to most 
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of the untoward symptoms in the pregnant 
patient with mitral stenoss. The advent 
of successful surgical treatment of cardiac 
disease during pregnancy as an alterna- 
tive to unsuccessful careful medical ther- 
apy has caused many investigators to ques- 
tion therapeutic abortion and, more par- 
ticularly, subsequent sterilization as a 
means of treatment.?° This turn of events 
has been heartening to surgeons who have 
never included either of these operations 
in their armamentarium. It is all the more 
encouraging when one realizes that the 
majority of therapeutic abortions in re- 
cent years have been done for cardiac in- 
dications.2!_ Burwell further stated that 
after four months’ gestation the hazards 
of interrupting a pregnancy are usually 
greater than the dangers of going along 
with it, and that after five months the 
hazard of interruption may be greater 
than that of commissurotomy itself. 

The actual indications for surgical in- 
tervention and the selection of cases are 
fairly uniform in the literature: 


1. Symptoms referred to in Class III or 
Class IV. 

2. Clinical proof of mitral stenosis with 
(a) absence of other important disease of 
the heart and (b) absence of chronic 
“right heart” failure. 

3. Definite disability due to pulmonary 
congestion. 

4. Evidence of the risk of surgical attack 
should be less, and the hope of successful 
completion of the pregnancy greater, than 
would be the case with the best medical 
treatment available. 


Patients for whom commissurotomy- 


during pregnancy is contraindicated are 
listed as follows: 


1. Patients less than 18 years of age. 
2) Renal failure. 3) A mitral regurgita- 
tion that overshadows the stenosis. 4) 
Myocardial damage. 5) Presence of Rheu- 
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matic activity. 6) Aortic stenosis, when 
the surgeon is not prepared to dilate the 
stenosed aortic valve. Somerville*? in 1952 
regarded any mitral incompetence as a 
main disqualification for surgery, but 
Somerville in 19535 and others" believe, 
as above, that the insufficiency should be of 
a degree to overshadow the stenotic com- 
ponent before surgery is contraindicated 
on this basis. Embolic phenomena and 
fibrillation are no longer considered con- 
traindications. Harken and his collabo- 
rators** recommended avoiding surgery 
when tachycardia is present because of the 
increased danger of decompensation. 


In the preoperative and postoperative 
care of these patients there is nothing 
specific. It is recommended that anti-co- 
agulent therapy be used only if emboli 
are present. During the operation, deter- 
minations should be made of the pressure 
in the left auricle and the pulmonary 
artery before and after commissurotomy, 
to effect a prognosis. The surgeon should 
also palpate the aortic valve for stenosis, 
being prepared to dilate this valve if it 
is stenotic. It can be easily seen how the 
sudden repair of a stenotic mitral valve 
would greatly increase disability due to 
coexistent aortic stenosis. 

The various investigators are unani- 
mous in their agreement that commissur- 
otomy during pregnancy is best performed 
in the first trimester. The operation has 
been performed in a full-term case,”° and 
a patient at 36 weeks gestation,‘¢ who 
delivered sixty-two hours after the opera- 
tion, in both instances without ill effects 
on mother or fetus. Both of these latter 
cases were performed because of extraor- 
dinary circumstances, and the authors 
readily admit that the physiologic advan- 
tages of surgery in the first trimester, be- 
fore the cardiac load becomes too great, 
commend this time as being the most 
favorable. 


Mendelson’ recommends preoperative 
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cardiac catheterization of all patients as 
an essential means of diagnosis. Others”¢ 
regard this as confirmatory evidence only, 
preferring to base the diagnosis mainly 
on the clinical impression, the electro- 
cardiogram and the roentgen evidence. 
Mendelson’ has agreed that catheteriza- 
tion is contraindicated in the presence of 
emboli or in a case with a history thereof. 


The obstetric handling of commissurot- 
omized patients and patients with mitral 
stenosis does not vary. There is unani- 
mous disapproval of cesarean section ex- 
cept for purely obstetric reasons.27 The 
use of scopolamine should be avoided dur- 
ing labor because of its tendency to cause 
excitation and increased motor activity. 
Low forceps delivery is recommended to 
hasten the second stage of labor. It should 
not be done so early, however, as to make 
it difficult. Routine oxytoxics are better 
avoided, though they should be given if 
necessary to control hemorrhage, as the 


danger of excessive blood loss would more 
seriously compromise the patient than 
would a contracting uterus dumping si- 
nusoids full of blood into the general cir- 
culation. Saline solution should be avoided 


in the replacement of fluids. Other par- 
enteral fluids, including whole blood, 
should be used prudently, in view of the 
dangers inherent in overloading the cir- 
culatory system. Lactation may be per- 
mitted in the absence of congestive heart 
failure. There is some indecision as to 
the ideal type of anesthesia to be em- 
ployed for these patients. Open drop 
ether, low spinal, pudendal block and 
caudal anesthesia have all been recom- 
mended, but it is generally agreed that an 
anesthesiologist should be consulted in 
making the choice. 

The summarized opinions of the various 
authors on the use of commissurotomy 
during pregnancy is as follows: 

Glover'* would restrict surgical treat- 
ment during pregnancy to Classes III and 
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IV, performing a valve exploration and a 
commissurotomy in each case, if possible, 
before considering therapeutic abortion 
and/or sterilization. 


Hall?* has stated that the operative mor- 
tality rate ranges from 1 to 5 per cent 
and considers surgical therapy a great aid 
but still only an adjunct to the accepted 
principles of management. 

Abramson and Tenney" expressed the 
opinion that it is proper to recommend 
operation to a pregnant patient with 
mitral stenosis if she has had progressive 
disability, prior to her pregnancy to a 
degree sufficient to call for operation then. 


Burwell and Ramsey (Burwell;* Bur- 
well and Ramsey*’) consider operation 
best done in the nonpregnant state ; among 
pregnant women it should be reserved for 
those who cannot continue the pregnancy 
without a severe hazard and to whom, for 
one reason or another, interruption is un- 
acceptable. They also expressed the opin- 
ion that after five months of gestation 
operation is preferable to termination of 
the pregnancy. 

Hamilton?» expressed disapproval of 
the operation during pregnancy except in 
rare cases. 

Somerville?* claimed that when symp- 
toms increase and pulmonary edema de- 
velops during pregnancy, commissurotomy 
may be life-saving and may also make it 
possible for the pregnancy to continue to 
full term. 

Brock”« suggested that operation be 
performed to correct the mitral stenosis, 
if possible, before interruption steriliza- 
tion is done. 

Igna?® recommended commissurotomy 
for patients in Classes III and IV and pa- 
tients with a history of cardiac failure 
during, or immediately after, a past preg- 
nancy. 

MacRae considers cardiac surgical 
treatment applicable to patients who do 
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not “upgrade” with proper medica] care 
and are eligible for therapeutic abortion. 

Sellors and his associates'* consider im- 
mediate operation the treatment of choice 
if pulmonary edema develops after the 
third month of pregnancy. 

Mendelson* stated that the 5 per cent 
operative mortality rate obtained by his 
group is no higher than that associated 
with the nonpregnant state. 

Harston** stated that if operation is con- 
sidered necessary on general grounds it 
should be done notwithstanding the preg- 
nancy. 

Zinsser’ opposes elective commissurot- 
omy during pregnancy. He would perform 
the operation on patients with serious 
difficulties prior to the seventh month if 
interruption of the pregnancy is unaccept- 
able. 


COMMENT 


While data on the long-term follow-up 
on commissurotomized patients are too 
limited in the literature to form the basis 
of any firm convictions, the immediate and 
long-term prognosis in cases of severe 
mitral stenosis treated medically leaves 


room for improvement. It would appear 
that the surgical mortality rate does not 
surpass greatly, if at all, the maternal 
mortality rate of patients treated medical- 
ly, and this in spite of the fact that, gen- 
erally speaking, the patient eligible for 
operation has a more advanced rheumatic 
process. There is also the obvious fact 
that the fetal salvage rate is increased 
when fewer therapeutic abortions are 
done. Also, in properly chosen and proper- 
ly managed cases, patient may assume 
normal duties postoperatively without 
medication or bed rest. These reasons 
would suggest that mitral commissuroto- 
my during pregnancy, when indicated, has 
a highly useful role in the treatment of 
the pregnant patient with cardiac disease. 
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REPORT OF A CASE 


The patient was a 35-year-old white woman, 
gravida 2, para 0, with a history of spontane- 
ous abortion at four and one-half months in 
1947. Left mentoposterior fetal position was 
noted on Dec. 12, 1955. 

There was a history of acute rheumatic 
fever with carditis at the age of 5 years, with 
subsequent mitral stenosis. A later episode 
of possible rheumatic activity occurred at the 
age of 13. Since then the patient had had 
intermittent orthopnea and dyspnea on moder- 
ate exercise. Since 1951 she had had chronic 
congestive cardiac failure with cough, fatigue, 
orthopnea, thoracic pain, dyspnea and bilateral 
edema of the ankles, the last-mentioned during 
the summer months. There was no history of 
hemoptysis or emboli. 

When first examined, on Feb. 3, 1956, the 
patient was two months pregnant and pre- 
sented all the classic physical signs of mitral 
stenosis. Blood pressure in millimeters of 
mercury was 106 systolic and 74 diastolic. 
The pulse rate was 94. Mid-diastolic and 
presystolic apical murmurs were present. 
There was an accentuated P. and a slapping 
M,. The border of the heart was enlarged to 
the left. No systolic murmurs and no thrills 
were present. The liver was neither enlarged 
nor tender. The lungs were clear of rales and 
rhonchi. 

A complete blood count, a urinalysis and a 
chemical study of the blood revealed nothing 
beyond normal limits. 

A thoracic film showed an enlarged cardiac 
shadow with an enlarged segment of the pul- 
monary artery. Fluoroscopic study showed 
posterior displacement of the esophagus by the 
left auricle and changes in the cardiac shadow 
consistent with mitral stenosis. 

The electrocardiogram revealed normal sinus 
rhythm, with a typical pattern suggestive of 
incomplete right bundle branch block and dia- 
stolic overloading of the right ventricle. 

On February 29 a mitral commissurotomy 
was performed. The left auricle was dilated. 
The mitral valve was stenotic, with an orifice 
admitting one fingertip; no regurgitation was 
felt. Finger fracture, mainly of the posterior 
commissure, increased the orifice to approx- 
imately 214 fingerbreadths. No regurgitation 
appeared after this. 
Pressure determinations 

cm. H,O 

Left auricle 
Pulmonary artery 


Before After 


6 
17 


28 
38 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


The postoperative course was uneventful 
save for an episode of auricular fibrillation, 
which was amenable to Quinidine therapy. 
The patient was discharged eleven days after 
the operation. 

The murmurs had disappeared completely 
on completion of the operative procedure, and 
the patient required no medication other than 
a low sodium diet for the remainder of her 
pregnancy. 

She was admitted to the obstetric service at 
4 a.m. on September 18. On admission, the 
uterine cervix was 4 to 5 cm. dilated and the 
fetal head was at the ischial spines. Demerol, 
100 mg., and Thorazine, 25 mg., were given at 
4:40 am. The patient was delivered unevent- 
fully by low forceps of a healthy girl weigh- 
ing 6 pounds and 1 ounce (2,750 Gm.) with the 
mother under pudendal block anesthesia, at 
6:47 a.m. The puerperium was uneventful, 
and up to the time of writing, the patient has 
remained asymptomatic, not requiring any 
medication. 


SUMMARY 


A short review of the literature on 
the physiologic aspects of the circu- 
lation during pregnancy is pre- 
sented. 

The magnitude of the problem of 
mitral stenosis in pregnancy is dis- 
cussed, as is its management. 

The role of mitral commissurotomy 
during pregnancy in the treatment 
of mitral stenosis is reviewed on the 
basis of the current literature. 

The case is reported of a 35-year-old 
nullipara with a pure mitral stenosis 
who underwent mitral commissurot- 
omy in the third month of preg- 
nancy and who delivered a healthy 
girl at term, with no untoward symp- 
toms at any time. 


ZUSAMMENFASSUNG 


Es wird ein kurzer Ueberlick der Litera- 
tur ueber die physiologischen Kreislauf- 
verhaeltnisse waehrend der Schwanger- 
schaft gegeben. 
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Die hervorragende Bedeutung des Pro- 
blems der Mitralstenose bei Schwangeren 
und ihre Behandlung werden eroertert. 
Die Rolle, die die Durchschneidung der 
Mitralklappenkommissur in der Behand- 
lung der Mitralstenose bei Schwangeren 
spielt, wird an Hand der vorliegenden 
Literatur nachgeprueft. 

Es wird ueber den Fall einer 35 jahrigen 
Frau, die noch nicht geboren hatte und 
an einer reinen Mitralstenose litt, berich- 
tet. Es wurde im dritten Monat der 
Schwangerschaft eine Durchschneidung 
der Mitralklappenkommissur ausgefuehrt, 
und die Frau gebar ein gesundes Madchen 
zum normalen Termin, ohne dass jemals 
unerwuenschte Krankheitssymptome auf- 
traten. 


SUMARIO 


Uma breve revisao da literatura nos 
aspectos fisiolégicos da circulacaéo durante 


a gravidez é apresentada. A magnitude 
do problema da estenose mitra] concomi- 
tante a gravidez bem como o seu trata- 


mento é discutida. O papel da comissuro- 
tomia mitral durante a gravidez no 
tratamento da estenose mitral é revisado, 
baseado na literatura atual. Apresenta-se 
um caso de uma mulher nulipara de 35 anos 
de idade, com estenose mitral pura, na qual 
efetuou-se comissurotomia mitral no ter- 
ceiro mes de gravidez. A paciente deu a 
luz uma crianca normal e a termo, e nao 
apresentou sintomas em qualquer época 
apoés a operacao. 


RIASSUNTO 


Breve rivista della Letteratura sui ca- 
ratteri della circolazione in corso di gravi- 
danza. 

Vengono discussi i limiti del problema 
della stenosi della mitrale in gravidanza, 
e sua cura. 
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Viene discusso, inoltre, il valore della 
commissurotomia in gravidanza, sulla base 
dei dati forniti dalla letteratura. 

Viene riferito il caso di una nullipara 
di 35 anni con una stenosi mitralica pura 
che fu sottoposta a commissurotomia mi- 
tralica ne] terzo mese di gravidanza e che 
partori a termine una bambina sana senz 
aver piu alcun disturbo. 


RESUME 


L’auteur présente une bréve revue de la 
littérature sur les aspects physiologiques 
de la circulation durant la grossesse. 

L’ampleur du probleme de la sténose 
mitrale et de son traitement est discutée. 

L’auteur étudie le réle de la commissur- 
otomie mitrale. 

Il rapporte le cas d’une nullipare de 35 
ans avec sténose mitrale: commissuroto- 
mie mitrale au cours du 3e mois de la 
grossesse; accouchement normal sans 
symptome secondaire. 
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Amid an eternal heritage of sorrow and suffering our work is laid, and this eternal 
note of sadness would be insupportable if the daily tragedies were not relieved by 
the spectacle of the heroism and devotion displayed by the actors. Nothing will 
sustain you more potently than the power to recognize in your humdrum routine, as 
perhaps it may be thought, the true poetry of life—the poetry of the commonplace, 
of the ordinary man, of the plain, toilworn woman, with their loves and their joys, 
their sorrows and their griefs. The comedy, too, of life will be spread before you, 
and nobody laughs more often than the doctor at the pranks Puck plays upon the 
Titanias and the Bottoms among his patients. The humorous side is really almost 
as frequently turned towards him as the tragic. Lift up one hand to heaven and 
thank your stars if they have given you the proper sense to enable you to appreciate 
the inconceivably droll situations in which we catch our fellow creatures. Unhappily, 
this is one of the free gifts of the gods, unevenly distributed, not bestowed on all, 
or on all in equal portions. In undue measure it is not without risk, and in any case 
in the doctor it is better appreciated by the eye than expressed on the tongue. 
Hilarity and good humor, a breezy cheerfulness, a nature “sloping toward the south- 
ern side,” as Lowell has it, help enormously both in the study and in the practice 


of medicine. 


—Osler 
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by a prosthesis was performed ex- 
perimentally in a few cases by Bohl- 
man in 1940. Later the Judet brothers of 
Paris started the extensive clinical use of 
nylon prostheses as replacements for the 
diseased or distorted femoral head or as 
replacements in fractures of the neck of 
the femur. Since the Judet brothers intro- 
duced their type of prosthesis, well over 
35 other different types of prostheses have 
been used. The prostheses now in use are 
of various shapes and sizes and are made 
of many different types of materials. 
Indications for the application of a hip 
prosthesis include: 


PR by protien: of the femoral head 


1. Selected fresh fractures of the neck 
of the femur 

2. Nonunion of fractures of the neck 
of the femur 

3. Aseptic necrosis of the head of the 
femur following hip fractures 

4. Rheumatoid arthritis of the hip 

5. Severe ankylosing arthritis of the 
hip 

6. Malum coxae senilis 

7. Traumatic arthritis of the hip 

8. Congenital dysplasia or dislocation 
of the hip 

9. Old slipped epiphysis 
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10. Old Legg-Perthe disease 

11. Tumors, primary or metastatic 
12. Charcot joint 

13. Acute dislocations 

14. Radiation necrosis. 


Although there are many accepted indi- 
cations for replacement hip prosthesis, this 
paper will deal with only three: (1) se- 
lected fresh femoral fractures; (2) non- 
union following fractures of the neck of 
the femur, and (3) necrosis of the head 
following fractures of the neck of the 
femur. 

This paper presents an analysis of 70 
cases in which the femoral head was re- 
placed by an Austin Moore stem prosthe- 
sis. In 45 of the 70 cases this was done 
for selected fresh fractures of the femoral 
neck; in 24, for nonunion of fractures of 
the femoral neck, and in 1 for replacement 
of an aseptic necrotic head, in which the 
necrosis developed after fracture of the 
neck. 

In the group of fresh femoral fractures 
the endoprosthesis was inserted because in 
each case the patient was considered too 
old and too feeble for conventional hip 
nailing and the fracture was such that it 
was deemed advisable to use the replace- 
ment prosthesis primarily. It was my 
opinion that in these cases, because of the 
age and the poor general condition of the 
patient, the injury could very well be ter- 
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minal. This particular procedure in this 
group of cases was undertaken with the 
expectation of reducing some of the more 
common complications that occur with this 
type of lesion, such as uremia, hypostatic 
pneumonia, shock, decubitus ulcers and 
death. It was also my conviction that the 
duration of the hospital stay and the pe- 
riod of non-weightbearing could be re- 
duced, nursing care of the patient could be 
made easier and early ambulation could be 
accomplished. 

In the cases in which the operation was 
done for nonunion of fractures of the fem- 
oral neck and for necrosis of the head fol- 
lowing a neck fracture, the operation was 
undertaken to avoid complicated recon- 
structive operations on elderly patients. 
In this group the operation was also done 
with the expectation of reducing the stay 
in the hospital and the period of non- 
weightbearing, improving the nursing care 
and reducing the amount of shock con- 
nected with lengthy reconstructive pro- 
cedures. 

In a paper prepared by myself, Sage and 
Zecchino and read before the Orthopedic 
Section of the American Medical Associa- 
tion in New York, June 5, 1957, it was 
stated that there are certain requisites that 
must be met before immediate prosthetic 
replacement is undertaken. The requisites 
which were stated to be the major ones in- 
cluded the following three: (1) The sur- 
geon must feel reasonably sure that the 
patient will be able to walk again after the 
operation; (2) the fracture should prefer- 
ably be of a high femoral type in an aged 
and feeble patient or (3) a midneck frac- 
ture, in a patient in poor general condition, 
that cannot be satisfactorily reduced. 

In the same paper, some of the advan- 
tages of inserting replacement prostheses 
as primary operations were also stated. 
These were as follows: 


1. Early ambulation 
2. Reduction in the number of secon- 


OCTOBER, 1957 


dary reconstructive operations 
Facilitation of nursing care for both 
patient and nurse 

Reduction of stay in hospial or con- 
valescent home and consequent re- 
duction of the cost of treatment. 


I agree with a good many orthopedists 
that the most common abuse in the employ- 
ment of endoprostheses occurs in the treat- 
ment of fresh fractures of femoral neck. 
If the patient is old, feeble and fragile and 
his femoral fracture is high and displaced, 
however, the use of the stem prosthesis as 
a primary procedure is justifiable. If in 
the surgeon’s opinion his patient can tol- 
erate only one operation, employment of 
the replacement prosthesis, in my opinion, 
is the treatment of choice. 

The following statistical data are pre- 
pared from 70 cases of fractures of the 
femoral neck in which the patients were 
admitted to the hospital from January 1, 
1954 through December 1952, and in which 
intramedullary stem prostheses were in- 
serted. As has been stated, the series in- 
cludes 45 cases of fresh fracture, 24 cases 
of nonunion following fracture and 1 case 
of aseptic necrosis of the head following 
fracture. 

In the group of fresh fractures the op- 
eration was performed on approximately 
25 per cent of all patients admitted with 
fractures of the femoral neck, as 183 cases 
of femoral neck fractures were admitted 
to the fracture service of the same hos- 
pital during the same period. Of the 183 
patients, 45 underwent the replacement 
prosthesis procedure. Patients admitted 
with intertrochanteric and subtrochanteric 
fractures are not included in the total 
number of patients with fractures of the 
femoral neck admitted to the hospital dur- 
ing the same period. 

As to sex, 44 patients in the group with 
fresh fractures were female and 1 was 
male. In the group with nonunion 23 were 
female and 1 was male. The patient in the 
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case of aseptic necrosis was female. 

As to age, in the group with fresh frac- 
tures the youngest patient was 51 years 
old and the oldest 92, an average age of 
78.3 years. In the group with nonunion 
the youngest was 61 and the oldest 83, an 
average of 72.4 years. The patient with 
aseptic necrosis was 65 years old. 

The 51-year-old woman underwent the 
operation because of the surgeon’s failure 
to obtain satisfactory reduction of a dis- 
placed subcapital fracture. Her general 
condition was considered poor. 

With reference to the hip fractured, in 
the group with fresh fractures the left hip 
was fractured 28 times, as compared to 17 
for the right hip. In the group with non- 
union the left hip was fractured 19 times 
as compared to 5 times for the right. In 
the patient with aseptic necrosis the right 
hip was fractured. 

It is to be noted that the left hip was 
fractured much oftener than the right. I 
am unable to explain why this happens. 


With regard to the site of fracture, in 
the group with fresh fractures there were 
33 subcapital fractures with displacement 


and 12 midneck fractures. In the group 
with nonunion all of the fractures were of 
the midneck type. The patient with aseptic 
necrosis had an old midneck fracture. 

As to immediate postoperative care, in 
the group with fresh fractures Buck’s ex- 
tension was used in 39 cases and sandbags 
in 6. In the group with nonunion Russell 
traction was used in 4 cases, Buck’s ex- 
tension in 18 and sandbags in 2. The pa- 
tient with aseptic necrosis was treated by 
immobilization with sandbags. 

As to the time of operation, in the group 
with fresh fractures the operation was 
done anywhere at any time from two to 
eighteen days after the injury, an average 
of five and eight-tenths days. In the group 
with nonunion, Smith-Petersen nailing had 
been done from one to nine days after the 
injury, an average of three days. The pa- 
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tient with aseptic necrosis had undergone 
a Smith-Petersen operation three days 
after the injury. 

With reference to weightbearing, in the 
group with fresh fractures the earliest was 
one day and the latest forty-two days after 
the operation, an average of thirteen and 
one-tenth postoperative days. In the group 
with nonunion the earliest was nine days 
and the longest twenty-eight days after the 
operation, an average of seventeen post- 
operative days. The patient with aseptic 
necrosis was allowed to be up thirty-three 
days after the operation. In the earlier 
cases the patients were kept in bed for 
approximately three weeks after the opera- 
tion, but as time went on and the surgeons 
gained more experience, the patients were 
allowed to be up somewhat sooner. 

With regard to complications, in the 
group with fresh fractures there was 1 
case of foot drop, which eventually cleared 
up. This was considered probably due to 
too much tension when the sciatic nerve 
was retracted at operation. There were no 
other major complications in this group. 
(In particular, there were no cases of dis- 
location. The absence of dislocation is un- 
doubtedly due to the fact that a meticulous 
repair of the capsule is done at the time 
of closure of the operative wound.) In the 
group with nonunion, phlebitis occurred in 
1 case and dislocation in 1. In the latter 
case the operative record did not state 
whether or not the capsule had been re- 
paired. Phlebitis developed in the case of 
aseptic necrosis, which explains the long 
hospital stay for this patient. 

Other complications that were encoun- 
tered but were not considered major ones 
included decubitus ulcers in 3 cases, severe 
low back pain in 1 case and the develop- 
ment of an acute gangrenous gallbladder, 
which was removed, in another case. 

Concerning the duration of the hospital 
stay, in the group with fresh fractures 
it ranged from eighteen to eighty-two 
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days in 1 case, an average of thirty-seven 
days. The patient who remained in the 
hospital for eighty-two days had difficulty 
in balancing herself for several weeks 
after the operation. This eventually 
cleared up, and the patient was able to 
get about with a cane. In the group with 
nonunion the longest stay in the hospital 
was seventy-eight days and the shortest 
thirty-one days, an average of forty-four 
days. In the patient who remained in the 
hospital for seventy-eight days, phlebitis 
developed. The patient with aseptic nec- 
rosis remained in the hospital for one 
hundred and fifteen days. This was due 
to pronounced weakness of the left leg, 
complicated by long-drawn-out phlebitis. 

All of the statistics to follow will deal 
with only 12 of the 25 cases in the group 
with nonunion and aseptic necrosis re- 
pectively, as my efforts failed to bring 
the remaining patients in the series for 
up-to-date examinations. As to pain, 34 
patients in the group with fresh fractures, 
examined from twelve to forty-one months 
after the operation, had no pain whatever. 
Eleven had pain on weightbearing. Of 
this number, all 11 had pain in the affected 
hip, while 2 also had pain in the knee on 
the affected side. In the group with non- 
union 9 had no pain whatever, and 3 had 
pain on weightbearing. 

As to range of motion, in the group 
with fresh fractures the range of motion 
in the hip operated on was equal to that 
of the unaffected hip in 19 cases. In the 
remaining 26 there was some limitation of 
motion. This included straight leg rais- 
ing, internal rotation, external rotation, 
abduction and adduction in various com- 
binations. In the group with nonunion 
there was an equal range of motion in both 
hips in 8 cases, while in 4 cases there 
was some combination of limitation of 
motion in the affected hip. 

With regard to walking aids, 7 patients 
in the group with fresh fractures required 
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no aid at all, while 38 used a cane (2 of 
these 38 occasionally ysed crutches). In 
the group with nonunion 4 used no aid 
whatever, 4 used canes and 4 others used 
crutches. Those who used crutches stated 
that they could walk better and felt surer 
of themselves when they used crutches. 
In this group, all 3 who complained of pain 
in the hip used crutches. 

With reference to leg length, in the 
group with fresh fractures the two legs 
were equal in 38 cases. In 5 cases there 
was a decrease in length ranging from % 
to 34 inch (1.2 to 0.6 cm.). In 2 cases 
there was an increase of 14 inch (0.6 cm). 
In the group with nonunion there was no 
appreciable discrepancy in length. 

I am of the opinon that, in those cases 
in which shortening was observed, per- 
haps too much of the femoral neck was 
removed at operation. In cases in which 
there was increased length, perhaps not 
enough of the neck was removed. I have 
further learned that if reduction of the 
hip is accomplished with only slight diffi- 
culty after insertion of the endoprosthesis, 
the length of the leg can be expected to be 
normal. If the reduction is extremely diffi- 
cult, the neck usually has been left too 
long. If the reduction is extremely easy, 
too much of the neck has been removed. 

Surgical Approach Used.—In all cases 
reported, the operations were done by the 
posterior approach as used and advocated 
by Austin Moore. This approach has been 
used by my group because of the simplic- 
ity of reaching the joint and of the im- 
mediate postoperative care required. It 
is true that the Austin Moore approach 
does not give easy access to the anterior 
structures, but in this series there was 
no reason to expose the anterior struc- 
tures. Another advantage of this ap- 
proach is that the sciatic nerve is under 
direct vision and therefore less likely to 
be injured. 

With regard to the type of prosthesis, 
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the Austin Moore intramedullary type of 
stem prosthesis was used in all the cases 
reported. This type of prosthesis was 
selected because it was considered most 
likely to preserve the length of the femoral 
neck and least likely to become angulated, 
to loosen with bone absorption or to break. 

There were no “operating room deaths” 
and no deaths before discharge from the 
hospital. In the group with fresh frac- 
tures 1 patient died of bronchopneumonia 
four months after the operation. Three 
died of arteriosclerotic cardiac disease; 
1 five months, 1 six months and 1 fourteen 
months after the operation. The other died 
of bronchopneumonia eleven months after 
the operation. 

In a comparison of the results of opera- 
tions done for fresh fractures and those 
done for nonunion, the statistics indicate 
that patients with nonunion remained in 
bed for an average of four days longer 
than did those with fresh fractures. In 


the group with the nonunion 1 dislocation 


occurred as a complication, as compared 
to none in the group with fresh fractures. 
Patients with nonunion remained in the 
_hospital for an average of almost eight 
days longer than did patients with fresh 
fractures. There was less discrepancy of 
leg length in the patients with nonunion 
than in those with fresh fractures. Except 
for the differences enumerated, there was 
little final difference among the groups of 
cases reported. 


SUMMARY 


Seventy cases of endoprosthetic opera- 
tions, done for fractures of the neck of 
the femur, are reported. The operation 
was a primary procedure in 45 cases; as 
a secondary procedure in 24 cases of non- 
union following fracture of the midneck 
of the hip, and in 1 case as a secondary 
procedure for aseptic necrosis developing 
after fracture of the neck of the femur. 
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The author is in complete agreement with 
most of the orthopedists that. a well-re- 
duced, well-nailed, well-healed fracture of 
the neck of the femur gives the best end 
result. He is also convinced, however, 
that in certain selected cases of fractures 
of the neck of the femur, particularly if 
the patients are elderly, fragile and in 
poor health, hip nailing by the conven- 
tional method carries a definite calculated 
risk. The advantages of the operation, 
both as a primary and as a secondary pro- 
cedure, include early ambulation, reduc- 
tion of hospital stay, easier nursing care 
and easier postoperative care. 


RIASSUNTO 


Vengono riferiti 70 casi di fratture del 
collo del femore operati con protesi. L’in- 
tervento fu eseguito in 45 casi per fratture, 
in 24 per rancata consolidazione, e in un 
caso per necrosi asettica consecutiva alla 
frattura. 

L’autore concorda perfettamente con 
l’opinione di coloro che sostengono che i 
migliori risultati a distanza si ottengono 
nelle fratture ben ridotte, ben inchiodate, 
ben saldate. E’ anche convinto, d’altra 
parte, che in certi casi, specie nei pazienti 
vecchi, fragili e in cattive condizioni, |’in- 
chiodamento comporta molti rischi. I van- 
taggi dell’intervento comprendono anche 
una precoce deambulazione, una riduzione 
della degenza e una pili facile assistenza 
post-operatoria. 


RESUMEN 


Se estudian setenta fracturas de cuello 
de fémur en las que se practicé una endo- 
préstesis. En 45 enfermos, éste fué el pri- 
mer tratamiento de la fractura, mientras 
que en 24 de ellos la operacién se hizo por 
haber fracasado la consolidacién del hueso 
anteriormente reparado; uno de los casos 








seguia a una necrosis eséptica producida 
por la fractura. 

El autor esta de acuerdo con la mayor 
parte de los-especialistas en que para lograr 
los mejores resultados, lo indicado es llevar 
a cabo la reduccién, colocacién del clavo y 
curaciOn, con una técnica apropiada y 
exacta. Sin embargo, esta convencido de 
que en algunos enfermos, particularmente 
en los de edad avanzada o salud precaria, 
la colacacién del clavo segin las pautas 
habituales acarrea un riesgo que debe 
tenerse en cuenta. Las ventajas de esta 
operacion, tanto en casos no tratados ante- 
riormente, como en los que ya lo habian 
sido, son: empezar a caminar pronto, re- 
ducirse el tiempo que han de estar hospi- 
talizados, y hacerse mas facil el cuidado 
postoperativo. 


ZUSAM MENFASSUNG 


Es wird iiber 70 Krankheitsfalle berich- 
tet, bei denen wegen eines Oberschenkel- 
halsbruches eine Operation mit Anlegung 
einer inneren Prothese ausgefiihrt wurde. 
In 45 Fallen erfolgte der Eingriff als pri- 
mares Behandlungsverfahren, in 24 Fallen 
als sekundire Massnahme wegen Ausblei- 
bens knécherner Heilung von Briichen in 
der Mitte des Schenkelhalses, und in einem 
Fall als sekundarer Ejingriff bei Entste- 
hung einer aseptischen Nekrose nach 
einem Schenkelhalsbruch. Der Verfasser 
stimmt mit den meisten Orthopiden vdllig 
darin iiberein, dass eine gut eingerichtete, 
gut genagelte und gut geheilte Fraktur des 
Oberschenkelhalses die besten Endresul- 
tate ergibt. Dariiber hinaus jedoch ist er 
iiberzeugt, dass in gewissen ausgewihlten 
Fallen von Oberschenkelhalsfraktur be- 
sonders bei alteren gebrechlichen Patien- 
ten in schlechtem Allgemeinzustand die 
mit den iiblichen Methoden ausgefiihrte 
Hiiftnagelung ein bestimmtes einzurech- 
nendes Risiko in sich tragt. Die Vorztige 
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der hier erérterten Operation, gleichgiiltig 
ob sie als primare oder sekundire Mass- 
nahme angewandt wird, bestehen in der 
Moglichkeit, den Patienten friih aufstehen 
zu lassen, den Kranknhausaufenthalt zu 
verkiirzen und in Erleichterungen der 
Pflege und Behandlung nach der Opera- 
tion. 


RESUME 


L’auteur rapporte 70 cas d’opérations 
endo-prothésiques pour fracture du col du 
fémur. II s’agissait dans 45 cas d’une 
premiére intervention, d’une seconde inter- 
vention dans 24 cas de non soudure osseuse 
aprés fracture du milieu du col de la 
hanche, et de nécrose aseptique aprés frac- 
ture du col du fémur dans un cas. L’auteur 
est en plein accord avec la plupart des 
orthopédistes selon lesquels une fracture 
du col correctement réduife et enclouée 
donne le meilleur résultat final. Il est 
cependant convaincu aussi que dans cer- 
tains cas choisis, particuliérement chez les 
personnes agées ou de santé déficiente, 
VYenclouage habituel comporte un risque 
certain. Les avantages de l’opération dé- 
crite, comme premiére ou comme seconde 
intervention, comprennent la marche pré- 
coce, une diminution du séjour a |’hépital 
et des soins post-opératoires simplifiés. 
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Hemorrhoidal Pathologic Conditions: 


Incidence of Recurrence 
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BOSTON, MASSACHUSETTS 


ROCTOLOGY as a specialty is con- 
P cerned with the terminal portion of 
the gastrointestinal tract. The patho- 
logic conditions observed here, however, 
are not necessarily of local origin, as this 
area is the recipient of, and the reservoir 
for, products of dysfunction and disease 
of any portion of the gastrointestinal 
tract,’ as well as of the respiratory sys- 
tem. 

It likewise reflects abnormality and dis- 
ease in other components of the body; for 
example, bleeding in the presence of 
thrombocytopenia, jaundice or renal dis- 
ease; pruritus in cases of leukemia, ob- 
structive jaundice, generalized dermatosis, 
antibiotic therapy, hormone imbalance or 
psychosis; tumors, in Blumer’s shelf, en- 
dometriosis, osseous, neural and retroperi- 
toneal lesions or prolapsing extramural 
tumors. 

Proctology encompasses also the elec- 
tronic physiologic aspects of defecation 
and continence, and often influences, by a 
graded efficiency or absence of its electron- 
ics, the physiologic function, especially of 
the proximal gastrointestinal system, as 
observed in the gastrocolic reflex, Hirsh- 
sprung’s disease, malnutrition, etc. 

Hemorrhoid disease? is a collective phe- 
nomenon occurring exclusively within the 
confines of this specialty. Consequently, 
the knowledge and surgical acumen exhib- 
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ited in removal of hemorrhoids and the ef- 
fort to prevent their recurrence, combined 
with the results obtained, whether desir- 
able, disappointing, or apparent as contin- 
uing varied postoperative morbid condi- 
tions, are obviously of intense interest to 
the proctologist. This interest is height- 
ened by the additional fact that “repeat” 
operations may become necessary to rem- 
edy the sequelae. In fact, their correction 
at times taxes the ingenuity of specialists 
in this field. 

The concept of hemorrhoids must not be 
limited to their mere existence, nor to their 
shielding of some other pathologic condi- 
tion, which also serves as their cause. 
Granted that predisposition or remote fac- 
tors*—congenital anomalies, age, valvular 
incompetence,‘ relaxation and herniation 
of tissue of nutritional® or traumatic ori- 
gin, constitutional disease, occupational 
and psychogenic sequelae, contiguous path- 
ologic change, neural conditions, etc., may 
be prodromes; the dominant active patho- 
logic mechanism of hemorrhoids, as Ba- 
con'f so ably pointed out, and in whose 
opinion which Nesselrod® thoroughly con- 
curred, is infection. 

Among the most common causes of in- 
fection bearing a direct relation to the 
causation of hemorrhoids is infection of 
the anal crypts? and glands.’ These anal 
crypts are directly connected with the in- 
tramuscular preformed anal glands® by 
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the excretory ducts’ of these secreting 
glands." As infection from infected 
crypts!? is forced into the intramuscular 
gland’» in any constrictive caudad pres- 
sure, such as defecation, or any increase in 
intra-abdominal or rectal pressure, such as 
straining during exertion, inflammation, 
edema, infection and obstruction to drain- 
age often develops.'* 


Cellulitis and local minute abscesses 
form in these ducts and glands. Either 
they explode as fissures" or fistulas, or fi- 
brosis occurs,'** entrapping infective foci, 
resulting in inflammation and infection 
extending along the fibers of the conjoined 
tendon, the sphincters,!* the levator ani 
and other tissues of the area, upward into 
the rectum and downward into the peri- 
neum.’* The interrelated hemorrhoidal 


plexuses of this same area are obviously'®” 
involved in the process and progress of 
infection. Buie'® stated that the results 
are phlebitis, dilatation and incapacity, 
varicosity, fibrosis, clots and infective in- 


filtration. The consequence is the formation 
of tumorous submucosal hemorrhoidal 
masses, protruding in graded dimensions 
either into or through the rectal and anal 
lumens, the sequelae of infection. How 
inept and futile, therefore, to remove only 
masses of tissue’ and to ignore the infec- 
tive dominating cause or allow it to remain 
in situ as an ever-potential source, and all 
too often the factual activator, of persist- 
ent recurrence!!® Until this cause?® is rec- 
ognized and properly appraised, the opera- 
tive treatment of hemorrhoids will remain 
inadequate. 


In the lexicon of proctology the com- 
plexities of a situation involving the diag- 
nosis, preparation, varied surgical technics, 
complete surgical procedures, meticulous 
postoperative care, indications, contraindi- 
cations, complications and sequelae — all 
included under the deceptive term “hemor- 
rhoidectomy” — are acknowledged. A 
voluminous, ever-expanding, universal and 
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erudite literature clearly attests the rea- 
sons for success and failure in this sur- 
gical procedure. Yet this year I have ex- 
amined 300 patients, all of whom had 
undergone within the past five years, pre- 
sumably adequate hemorrhoidectomies. 
These 300 patients presented varied and 
new pathologic conditions, the results of 
surgical trauma and inefficient postopera- 
tive care, and with few exceptions showed 
also evidence of retained disease from the 
past. All 300 patients—297 male and 3 fe- 
male—had multiple pathologic conditions. 
The following tabulation indicates the dis- 
tribution and incidence of these. 


Internal hemorrhoids 
Grade I Mediumtumorous ..... 86.7 % 
Grade II Large tumorous, not 
PCOS tooo oi 05S: eens orcas oun cuciee sous 75 
Grade III Prolapsing into lumen 
OMaNORCOPE .. <> viccic oe Sees OOS 
Grade IV Prolapsing through 


ip 


External hemorrhoids ...........+6.5. 
External thrombotic hemorrhoids... .. 
Anal fissure 

Posterior 

Anterior 
Fistula-in-Ano 

WONT O00" VEAP. ios iicasee ess oe : 

WHICHED TIVE VOATS. ok. wise do cases 
Cryptic tabs and skin tabs........... ‘ 
Dh) 0) a es ke ‘ 
CSOT YL, aS 
Papillitis, hypertrophied 
Cornified papillofibroma 
SU GS] O01 aa 
PUPITAEIP ORES oo55 6 o.s 6oesié e260 610 aSca'e cs 916 % 
Striated anal CANAL. «4.6650 000500505 28.2 
Anal ulceration, persistent 

6 months after operation 

1 year after operation 

3 years after operation 
Incontinence 


Lymphoma 

Adenoma 
Sessile 
Polypoid 
Multiple 

Stricture 
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Office procedures postoperatively adopt- 
ed to remove or correct pathologic 
conditions by injection, incision, ex- 
PIBIONO: ansceckscanasur 200, or 66.6 % 


Clearly, therefore, there are certain 
basic essentials to be strictly observed if a 
hemorrhoidectomy is to be considered ade- 
quate and the chances of recurrence ab- 
lated, delayed at least for a decade or mini- 
mized. These are four, and all should be 
complete: (1) history; (2) clinical exam- 
ination; (3) correct diagnosis, and (4) 
proper therapy. 

History.—In every case, the patient’s 
history should be taken in detail. This in- 
cludes 

a. Familial history, to detect any hered- 
itary anomalies, 

b. Past history with regard to gastro- 
intestinal disease, including travel 
episodes; previous illnesses and re- 
sults; experience with antibiotics, 
anesthesia, transfusions, etc. 
History of present illness, with re- 
gard to eight cardinal symptoms and 
signs: bleeding, discharge, pain, 
change in bowel habit, protrusion, 
masses or lumps, change of weight 
and pruritus. 

Clinical Examination.—This should be 
meticulous and comprehensive, including 
close observation of mucosal pigmentation 
of the cheeks and lips and elimination of 
jaundice. The abdomen should be exam- 
ined for dehydration, wasting, masses, 
tenderness and spasm, and the inguinal 
areas for adenopathy. Locally, in the 
search for hidden pathologic change,”! a 
complete digital examination should be 
performed, since in many cases a lesion is 
detected and diagnosed correctly by no 
other means. Anoscopic study should be 
used to discover and confirm the presence 
of any other pathologic condition. 

A complete 25 cm. sigmoidoscopic study 
with smear, culture and biopsy, are valu- 
able as diagnostic aids, as is roentgen 
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study with a barium enema. If indicated, 
roentgenograms of ‘the chest, the upper 
part of the gastrointestinal tract and the 
bones are also useful. Laboratory proce- 
dures, including a complete blood count, 
serologic tests, pathogenic antibiotic titers, 
determination of the blood group and the 
rH factor, and other procedures should be 
used as necessary to clarify the diagnosis 
and therapy. 

A fifth possibility should always be con- 

sidered, namely, consultation. 

Diagnosis.—A correct diagnosis must 

hinge upon the following points: 

1. Correlation of all symptoms, clinical 
signs and suggestive points in the 
history. 

Knowledge of the current concept of 
the anatomic*? and physiologic char- 
acter of the area, 

Experienced ability or competent 
personal supervision by the exam- 
iner to detect any pathologic change 


that may be present and to determine 
its disposition or the additional steps 
to be adopted to aid in revealing the 
definitive cause, pathologic picture 
and required therapy. 

Clarification of a vague diagnosis by 
consultation with confréres. Exam- 


ples: fistula-in-ano and segmental 
ileitis ; Blumer’s shelf; gastric malig- 
nant tumor; malignant tumor and 
local metastases. 

5. Avoidance of the “psychotic disturb- 

ance” as the sole diagnosis. 

6. Knowledge of the literature. 

Therapy.—The therapy of hemorrhoidal 
pathologic conditions consists of (1) injec- 
tion and (2) radical operation (hemor- 
rhoidectomy). 

Injection: Injection should be employed 
only after the patient has been completely 
informed of its palliative nature, its poten- 
tialities as to tumor development and aller- 
gies, and the fact that numerous return 
visits may be necessary. If in spite of 
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these disadvantages the patient still re- 
fuses operation, one may resort to injec- 
tion. 

Injection may also be employed when 
the general physical condition of the pa- 
tient prohibits surgical intervention. Post- 
operatively it may be used for minor hem- 
orrhoidal conditions if no other pathologic 
change exists. 

Injection therapy must never be used 
when the patient is overapprehensive of 
surgical treatment or is too “cancer-con- 
scious.” In the first instance he is unsatis- 
factory as an ambulatory patient, easily 
becomes dissatisfied and always potentially 
a legal threat to the surgeon and his repu- 
tation. The “cancer-conscious” patient can 
be satisfied only with a pathologic report 
stating that no malignant change exists. 
In my opinion the pathologist should be 
asked for a microscopic sectional report on 
each piece of tissue submitted to him for 
examination. 

Radical Operation.—The three distinct 


phases of successful hemorrhoidectomy 
are: (1) preoperative management, (2) 
operative technic and (3) postoperative 


care. 

1. Preoperative Management: The his- 
tory and clinical examination should give 
the proctologist a satisfactory picture of 
the patient. I often find the internist’s 
advice invaluable during this period, al- 
though the immediate preparation is the 
prerogative of the surgeon. Examination 
of the stool might include a culture, espe- 
cially for Staphylococcus, aerogenic bacilli 
and Bacillus proteus. It may be advanta- 
geous later. In my opinion, although the 
technic should be individualized, the pa- 
tient should always be hospitalized. A few 
of the advantages are as follows: 

1. Expert anesthesia. The proper anes- 
thetic can be correctly administered 
and the patient continuously super- 
vised during the operation by spe- 
cially trained personnel. 
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2. Emergency facilities. These are im- 
mediately available, including frozen 
section, transfusion and facilities for 
dealing with surgical accidents. 
Aseptic and scientifically adequate 
environment, assistance, instruments, 
surgical materials and illumination. 
Capable twenty-four hour supervi- 
sion of the patient. 

Operative Technic: This should be “pre- 

viewed,” so to speak, with emphasis on 

1. Extra care to prevent hemorrhage 
and other complications, grafting 
possibilities, etc. A voluminous litera- 
ture is available to indicate the sur- 
gical procedure of choice in the par- 
ticular case. 

. A complete operation.*! One should 
be certain that all pathologic tissues, 
including crypts, papillae, fibrotic 
areas, tabs, cryptic tabs, hemor- 
rhoids, benign tumors, fissures and 
fistulas are excised, cauterized, sau- 
cerized or otherwise dealt with ad- 
vantageously. Drainage must be 
adequate,”* smears and biopsy speci- 
mens properly prepared and marked 
for pathologic examination and cul- 
ture. Good hemostasis must be in- 
sured. Sutures must be properly 
placed and not excessive or too tight. 
Tissues have been carefully placed 
as to plan. 

. A final review of the procedure to 
make certain that it is complete. Pos- 
terior sphinctotomy”‘ is often helpful 
in relieving pain; it is also an aid in 
drainage and defecation and in di- 
minishing postoperative fibrosis. 
Immediate personal transmission to 
the records of: (a) the postoperative 
orders given and (b) an account of 
the operation in detail. 

Definitive instructions to assistants 
and those in whose care the patient 
will remain. 

These must be considered integral parts 
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of a complete surgical operation. 
Postoperative Therapy:* This is as im- 
portant as the actual surgical technic, and, 
as Granet has pointed out, should include 
at least six months of postoperative super- 
vision. The important points to be stressed 
are as follows: 
1. Relief of pain and soreness. 
2. Expansion of blood volume if deemed 
necessary. 
Immediate ambulation as prophylaxis 
(vs. catheterization) and immediate 
physical activity to restore general 
and local circulatory activity. 
Prophylaxis against hemorrhage and 
immediate treatment if it occurs. 

. Ahighly nutritious diet started early, 
to (a) balance the bacterial flora and 
electrolytes; (b) aid the body in im- 
mediate repair of trauma; (c) enrich 
the circulatory nutrition; (d) im- 
prove the patient’s mental attitude, 
and (e) aid in early and adequate 
defecation. 

Prevention of local infection, or 
treatment and hygienic measures if 
it occurs: (a) sitz baths and local 
therapy and (b) oral plus parenteral 
therapy if indicated. 
Encouragement of defecation by ad- 
ministration of bulk laxatives and 
fluids. Mineral oil has no place here. 
Conscientious and frequent check- 
ups as the patient’s condition war- 
rants, to prevent impaction and pro- 
mote healing. 

Consultation with confréres as extra- 
proctologic complications or sequelae 
warrant. 


This complete outline of therapy is 
known and recognized as a complete hem- 
orrhoidectomy, which should not be viewed 
as a minor procedure and therefore dele- 
gated to one who has insufficient knowledge 
of the area, the technic and the postopera- 
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tive care and is likely to be inefficient in 
his care of the patient, obviously with bad 
results. 

It should always be remembered that 
any surgical procedure carries with it the 
possibility of morbidity and even death. A 
complete and successful hemorrhoidectomy, 
therefore, with prevention of recurrence 
for at least five years and a return to 
physiologic function that compares favor- 
ably with the norm, should be the goal of 
all surgeons. If it cannot be attained di- 
rectly, it should be attained by correct 
referral. 


SUMMARY 


Recurrence of pathologic conditions of 
the anal canal and the perianal region, as 
well as of hemorrhoids, is encountered all 
too frequently after hemorrhoidectomy 
and within five years. Recurrence is usu- 
ally due to infection and is attributable to 
the following factors: 

1. Incomplete evaluation, prior to the 

operation, of existing pathologic con- 
tion of the patient per se or per lo- 
cale, to determine whether operation 
is wise. 
Incomplete operation or supervision 
resulting from this neglect, with 
postoperatively retained infection 
and causes of infection etiology, as 
well as new pathologic conditions 
often requiring repeated interven- 
tion. 

3. Attempts to correct operative laxity 
during the postoperative period. 

4. Improper postoperative care. 


Hemorrhoidectomy is the perquisite of 
the proctologist, and the advantageous and 
desirable results of his applied therapy in 
a highly specialized field are unquestioned. 
His interpretation and adjudication of its 
principles, technic and completeness, there- 
fore, should be adopted by the surgical fra- 
ternity in toto. 
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SUMARIO 


Recidivas de afeccées do canal anal e da 
regiao perianal tal como ocorre com as 
hemorroidas sao possiveis dentro do prazo 
de cinco anos apds as hemorroidectomias. 
Isto ocorre por infeccao atribuivel aos 
seguintes fatores: 

1. Falta de planejamento pre-operatorio 
deixando passar desapercebidas condicdes 
gerais e locais improprias 4 operacao. 

2. Técnica operatoria defeituosa, segui- 
mento negligente no pds-operatorio, infec- 
cao e outras afeccdes que tornam neces- 
sario reintervir. 

8. Tentativa de corrigir o relaxamento 
durante a operacao. 

4. Tratamento pés-operatorio inadequa- 
do. 

A hemorroidectomia é uma operacao que 
deve ser feita pelo proctologista, sendo 
discutivel a possibilidade de sua execucao 
perfeita por outros cirurgides. A interpre- 
tacio e adjudicacéo de seus principios 
técnicos, podem, todavia, ser adotados 
pelos cirurgides de maneira geral. 

Durante a operacao o propisito deve ser 
reconstruir e no pés-operatorio manter uma 
situacéo tao semelhante a normal quanto 
possivel, de tal forma que se torne permis- 
sicel prognosticar uma estabilidade dos 
resultafos por mais de cinco anos. 

E feito um esforco para ampliar o con- 
hecimento do que pode ser chamado um 
método cirurgico menor- a hemorroidec- 
tomia e sua realizacéo inteligentemente 
orientada. 


RESUMEN 


La recidiva de condiciones patolégicas 
del conducto anal y regién perianal, asi 
como las hemorroides, se encuentra muy 
frecuentamente después de hemorroidec- 
tomia dentro de cinco ajios. 

La recidiva se debe usualmente a in- 
feccién y es atribuible a los siguientes 
factores: 
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1. Incompleta evaluacion preoperatoria 
de la condicién patolégica del paciente, per 
se y per locale, para determinar cual ope- 
racion es la indicada. 

2. Operacién incompleta 6 supervisién 
resultante de esta negligencia, infeccion 
retenida postoperatoriamente y causa la 
etiologia de la infeccién, tanto como nuevas 
condiciones patol6égicas que requieran fre- 
cuentemente, intervenciones repetidas. 

3. Intentos para corregir laxitud, du- 
rante la operacion. 

4. Cuidado postoperatorio inapropiado. 
La hemorroidectomia es de la incumbencia 
del proctélogo y los resultados deseables 
y ventajosos de su terapéutica aplicada en 
un campo altamente especializado son in- 
cuestionables. 

La interpretacién y adjudicacién de los 
principios, técnica e integridad, por lo 
tanto debian ser adoptados por la fraterni- 
dad quirtrgica in toto. 

Uno debe procurar restaurar durante la 
operacién y conservar después de ella, la 
fisiologia mas normal posible, con la ga- 
rantia razonable de que no habra, recidiva 
en los 5 afios después de la operacién 6 
mas. 

Se encarece aumentar el conocimiento de 
lo que se titula cirugia menor-Hemorroi- 
dectomia- y consecuentemente lograr un 
proceder inteligente. 


ZUSAM MENFASSUNG 


Allzu haufig kommen innerhalb von fiinf 
Jahren nach Resektion von Hamorrhoiden 
Riickfalle von krankhaften Veranderun- 
gen des Afters und der perianalen Gegend 
sowie von Hamorrhoiden vor. 

Die Riickfalle sind gewéhnlich Folgen 
von Infektion und auf folgende Faktoren 
zuriickzufiihren : 

1. Unvollstandige praoperative Auswer- 
tung des vorliegenden Krankheitszustan- 
des als solchen und hinsichtlich seiner 
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Grtlichen Ausbreitung bei der Entschei- 
dung, ob ein operativer Eingriff ratsam 
ist. 

2. Unvollstindige Operation oder man- 
gelhafte postoperative Uberwachung, was 
zum Zuriickbleiben von Infektionsherden 
oder zur Entstehung neuer Krankheitser- 
scheinungen fiihrt und haufig Wieder- 
holung des Eingriffs erfordert. 

3. Versuche, Darmschlaffheit wahrend 
der Operation auszugleichen. 

4. Unzureichende postoperative Pflege. 

Die Resektion von Hamorrhoiden gehoért 
in die Hinde des Proktologen, und die 
iiberlegenen und begehrenswerten Ergeb- 
nisse der von ihm angewandten Behand- 
lung auf diesem hdochst spezialisierten 
Gebiet sind unbestritten. Seine Auslegung 
und Beurteilung der Grundsatze der Tech- 
nik und der Abgrenzung seiner Spezialitat 
sollten daher von seinen chirurgischen 
Kollegen ohne Einschrénkung angenom- 
men werden. 

Es sollte wahrend der Operation ange- 
strebt werden, einen méglichst normalen 
und physiologischen Zustand herzustellen, 
und nach der Operation sollte versucht 
werden, diesen Zustand zu erhalten, sodass 
mit einiger Sicherheit das Vermeiden von 
Riickfallen fiir mehr als 5 Jahre nach dem 
Eingriff erwartet werden kann. 

Es wird fiir eine umfassendere Kenntnis 
der Hamorrhoidenresektion, eines als 
kleinere Operation bezeichneten Eingriffs, 
und fiir eine intelligentere Ausfiihrung 
der Operation eingetreten. 


RESUME 


La récidive des états pathologiques de 
l’anus et de la région périanale, ainsi que 
des hémorrhoides, est trop fréquente aprés 
hémorrhoidectomie, dans les cing ans qui 
suivent. 

Elle est en général attribuable a l’infec- 
tion ou aux facteurs suivants: 
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1. Evaluation pré-opératoire incom- 
pléte de l’état pathologique, per se et per 
locale, pour déterminer de la nécessité 
d’une intervention ou de _ /l’abstention 
opératoire. 

2. Opération ou surveillance incomplétes 
résultant de cette négligence, infection 
nécessitant souvent une réintervention. 

3. Tentatives de correction du relache- 
ment musculaire durant l’opération. 

4. Soins post-opératoires inappropriés. 

L’hémorrhoidectomie est du domaine du 
spécialiste en proctologie et doit étre 
reconnue comme telle. 

Il faut s’efforcer, durant l’opération, de 
restaurer et, aprés ]’opération, de main- 
tenir un tableau physiologique aussi nor- 
mal que possible; on peut ainsi raisonna- 
blement espérer un bon pronostic et une 
absence de récidive durant plus de cing 
ans aprés |’opération. 

L’auteur insiste sur la nécessité d’une 
connaissance plus approfondie d’une inter- 
vention chirurgicale qualifiée du terme 
d’“opération mineure” —]’hémorrhoidec- 
tomie—et par conséquent pour une appli- 
cation compétente de cette technique. 
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Let the despairing race of men know that there is in nature no sign of decay, but 
universal uninterrupted vigour. All waste and ruin has a speedy period. 


In the love of narrow souls I make many short voyages, but in vain. I find no 
sea room. But in great souls, I sail before the wind without a watch, and never 


reach the shore. 


It is the art of mankind to polish the world, and everyone who works is scrubbing 


in some part. 


—Thoreau 
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of disease on the basis of history, 

symptoms and the results of clinical 
examination, endeavors to correlate all 
data for a rational diagnostic approach and 
a choice of therapy that will produce good 
results. The local disease or dysfunction, 
therefore, may so interest the specialist 
and absorb his efforts to produce circum- 
scribed advantages that he may overlook 
the possibility that the condition may stem 
not from local! but from general functional 
or pathologic causes. Whatever therapy is 
chosen must be applied to the patient in 
a certain general sequential manner before 
restoration of health or even local improve- 
ment can be secured or maintained. This 
possibility should be borne in mind partic- 
ularly by the proctologist.2 His specialty 
involves not only a juxtapositional array 
of varied tissues and functions, a direct 
reservoir of many products, normal and 
abnormal, of the digestive system, and 
variations in the respiratory, cardiovascu- 
lar, renal and reproductive*® systems, but it 
is affected directly and reflexly by impulses 
of the nervous system, even in remote 
areas of the body.* Hence the proctologist 
is often confronted with symptoms and 
clinical signs of general disease which may 
not only inform him of their local or sys- 
temic causation but alert him to a proper 
systematized approach to the proper treat- 
ment. 

This automatically implies the need 
of a complete history, a thorough and in- 
telligent clinical examination,® contribu- 
tory roentgen study, an electrocardiogram, 
a complete blood count and other hemato- 
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logic studies, urinalysis, examination of 
the feces and consultation. 


It would be absurd to attempt injection 
therapy for hemorrhoids in a hemophiliac 
patient, extensive cortisone therapy for a 
patient with serious diabetes, a conserva- 
tive pruritus regime in the presence of 
progressive leukemia, or an _ extensive 
hemorrhoidectomy in a case of rather se- 
vere thrombocytopenia, or where a case in 
which a proximal malignant growth® ex- 
ists. The plea of ignorance should never, 
and the plea of indifference or negativism 
must never, be offered to account for unde- 
sirable results. 

A few symptoms and signs usually asso- 
ciated with proctologic disease may be pre- 
sented, with their relations to systemic 
disease: 


Diarrhea occurs in cases of trichinosis, 
frequently as the first symptom. Prolonged 
reserpine therapy stimulates the parasym- 
pathetic side.*? Potassium depletion causes 
ulceration.? Cerebral disease,* change in 
bacterial flora, Whipple’s disease (intes- 
tinal lyphodystrophy), sprue, steator- 
rhoea,® achylia’® associated with pernicious 
anemia,'! senility, gastric malignant 
change; postdysenteric colitis, that persists 
despite successful amebic therapy, post- 
vagotomy, dysentery, vascular disease,’* 
cardiovascular disease,? renal and biliary 
disease, pancreatic disease, especially fibro- 
sis,1° antibiotic therapy,’ allergy,’ diver- 
ticulosis, ileitis and ulcerative colitis 
(often inaugurates symptoms of gastroin- 
testinal malignant or benign tumor), ame- 
biasis,46 nephritis, hyperthyroidism, ap- 
pendicitis, change in intestinal flora re- 
sulting in pyleonephritis, pulmonary path- 
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ologic change (coupled with sphincter 
spasm, anusitis, cryptitis and excoriation) , 
diabetes? and hormonal imbalance.® 


Pruritus is associated with moniliasis, 
psychosis, psoriasis, diabetes, leukemia," 
extrahepatic obstructive jaundice,!® Addi- 
son’s disease, cholecystitis, pancreatitis, 
purpura, sexual maladjustment, antibiotic 
therapy, circulatory changes, hormonal 
imbalance, senility, anemia, vitamin defi- 
ciency, cardiac and renal disease, Hodg- 
kin’s disease, nerve irritation, allergy’ as 
contact dermatitis; food, such as dairy 
products, wheat products, etc. and stress. 
It has been observed in association with 
diarrhea, multiple myeloma not infre- 
quently coupled with back pain, chordoma 
coupled with dysuria, spinal arthritis, 
cord lesions, collagen diseases,* fibrositis, 
irritation of the autonomic nerves, retro- 
peritoneal tumor,** pelvic thrombosis, ap- 
pendicitis, regional ileitis, pelvic hernia, 
ureteral crises, metastases, endometriosis, 
genitourinary disease, gynecologic disease, 
splenic enlargement or trauma, Hodgkin’s 
disease, intussusception,** and agranulocy- 
tosis (often the first symptom and usually 
severe) .*° 

Tumors of Anal Canal and Rectum.3*— 
Hemorrhoids (internal), mycotic infec- 
tions,2* melanoma, papillofibroma, crypti- 
tis,** fibrosis with stenosis, enlarged pros- 
tate, enlarged uterus, enlarged ovary plus 
Krukenburg, ameboma,?* gumma, hyper- 
plastic tuberculous endometriosis, carci- 
noid,*® Blumer’s shelf, Hodgkin’s disease 
nodules, polyps (adenoma and papilloma) ,’ 
polyposis, schistosomiasis,*® fecaloma, im- 
paction, presacral tumors‘! (teratoma, 
meningocele, chordoma), syphilis and lym- 
phogranuloma venereum. 

Tumors®® of Skin and Anal Verge.— 
Furunculosis, condyloma, cryptic and skin 
tabs*? (epithelioma), tuberculosis (ulcera- 
tive, verrucous), hemorrhoids (internal 
and external), rectal prolapse, esthiomene, 
protruding papillae or polyps, hypertrophic 
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fibrosis, abscess,** basal cell epithelioma, 
fibrosis with stenosis, metastasis (thyroid, 
mammary, pulmonary malignant tumor), 
mycotic infection, Hodgkin’s disease, or 
melanoma may be mistaken for external 
thrombotic hemorrhoids. 

Ulcers.—Potassium depletion, ulcerative 
colitis, amebiasis, tuberculosis, syphilis 
(often lateral on anus), gonorrhea (often 
anterior on anus), pederasty, psychosis, 
reserpine therapy continued and producing 
parasympathetic stimulation,’ malignant 
change, lymphogranuloma venereum, renal 
disease, agranulocytosis® (pain, ulcer, ab- 
scess as white blood cells increase), seg- 
mental ileitis, change in bacterial flora, 
pernicious anemia," bacillary dysentery, 
trauma due to constipation (seen in psy- 
chosis, senility, angiitis), sex perversion, 
schistosomiasis,** mycosis,*° prostatic mas- 
sage, factitial proctitis, and pressure from 
contiguous tumors. 


Anterior.—Spinal arthritis, internal rec- 
tal prolapse, uterine prolapse, prolonged 
dysuria in female, urethral stricture, endo- 
metriosis, giardiasis plus diarrhea. 


Dry Skin: Dehydration, renal and met- 
abolic pathologic change, inanition, hypo- 
thyroidism. 

Collapsed Rectal Walls: Proximal ob- 
struction. 

Distended Rectal Ampulla: Ileus. 

Fistula-in-Ano:* [leitis (often primary 
indication) ; ulcerative colitis, dysentery, 
tuberculosis (intestinal ulcerative, bone 
lesions) , lymphogranuloma venereum, spe- 
cific gastrointestinal infections (amebic, 
staphylococcus streptococcic) , trauma (sex 
maladjustment, repeated enemas), wasting 
disease, pelvic abscesses, pilonidal exten- 
sions, and prostatic abscess. 

Narrowed Lumen: Ulcerative colitis, 
ulcerative tuberculosis, diverticulosis of 
rectosigmoid junction or proximal (funnel- 
ing plus edema rugae), endometriosis, 
(history, tenderness, age, intact mucosal 
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folds), malignant change, factitial procti- 
tis, lymphogranuloma venereum, trauma 
(surgical or accidental), stricture (all 
bowel walls), stenosis (with mucosal in- 
volvement), extramural tumors—adjacent 
or prolapsing, genetic duplication of bowel, 
functional disease (allergy plus eosino- 
philia and irritable bowel), psychoses, pro- 
lapse or intussusception of the sigmoid. 


Incontinence of Patulous Anus.*°—Cere- 
bral lesions’ (thrombosis, hemorrhage, tu- 
mors), cord lesions, syphilis, senility, men- 
tal disease, primary anemia," impaction 
(due to constipation, mental disease, senil- 
ity). 

Sweating and Chafing.—Obesity, high 
fecal pH (diabetic errors), parasympa- 
thetic overactivity, neurosis, adrenal cor- 
tex stimulation, renal dysfunction, mycotic 
infection, hyperthyroidism, venous stasis 
(myocardial insufficiency, venous obstruc- 
tion, hepatic and splenic origin). 


Bleeding.*°—In many cases this is com- 
bined with ulcer,?! malignant tumor, lupus 
erythematosus,*? polyarteritis,2*> splenic 
anemia, acute leukemia,'* chronic lymphog- 
enous leukemia, capillary fragility,*4 myel- 
ogenous leukemia, pancytopenias, hemoph- 
agenous leukemia, capillary fragility,?4 
myelogenous leukemia, pancytopenias, 
hemophilia, diverticulitis, poliomyelitis, 
renal crises, hormone imbalance* (vicari- 
ous menses), abdominal trauma, purpura, 
avitaminosis, Osler Rendu’s disease (telan- 
giectic phenomena), tumors benign’ and 
malignant, colitis, bacillary dysentery, 
parasitic infection (such as amebic),?° 
electrolyte imbalance, angiomas, aneurysm, 
continued?’ reserpine therapy, hemorrhoids 
(remember despite negative results from 
scope examination), complications of anti- 
biotic therapy, changes in bacterial flora, 
Meckel’s diverticulum, hiatus hernia, peptic 
ulcer, aspirin ingestion, acute epidemic 
hemorrhagic fever coupled with hematuria, 
poor absorption of calcium and fats (seen 
in Whipple’s disease, continued ingestion 
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of mineral oil, pancreatic fibrosis) , regional 
enteritis, allergy,** continued use of saline 
laxatives, multiple myeloma (back pain, 
bone pain, rectal pain), Peutz-Jeghers syn- 
drome,” melanin spots on lips and buccal 
mucosa, plus generalized polyposis and 
factitial proctitis. 

Bleeding in Children.?® — Melena from 
cracked nipples if breast-fed, esophageal 
varices, hemorrhagic disease of newborn, 
acute peptic ulcer, extensive burns, sepsis, 
marasmus, disease of the central nervous 
system, Meckel’s diverticulum (sudden, se- 
vere, massive; pain minor) intussuscep- 
tion®® (pain severe), duplications of ali- 
mentary tract, incarcerated hernia, bacil- 
liary dysentery, amebic infection, antibiot- 
ics, tuberculosis, regional enteritis, polyps 
and polyposis, chronic ulcerative colitis, 
trauma, foreign bodies, rectal prolapse, 
purpura, Osler Rendu’s disease, scurvy, 
leukemia, hemophilia, allergy or drugs 
(arsenic, phosphorus, mercury). 

Pain.*—Infectious hepatitis (may be the 
initial symptom), acute leukemia‘? (severe 
especially if hemorrhoids exist, proctalgia 
fugax?? (psychosis, stress syndrome), ta- 
betic rectal crises (may be one of first 
symptoms) or papilloma of fourth ven- 
tricle. 


SUMMARY 


In proctology, as in every other special- 
ty, one must acknowledge the fact that 
disease or dysfunction in its domain may 
in some cases originate therein or that the 
cause may, and in the majority of cases 
does, exist in locations extrinsic to that do- 
main. This truism leads one to the basic 
fact that man, despite the arbitrary and 
numerous divisions by which he is identi- 
fied in specialized medical circles, remains 
an intact unit and must be so understood 
if therapy is to be applied with intelligence. 


The author presents evidence that many 
abnormal conditions discovered in, or con- 
tiguous to, the terminal portion of the gas- 
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trointestinal tract have their origin else- 
where and are caused by extraneous fac- 
tors. 

The researches of Selye, Kendall, Hor- 
ton, Thorn, Moore and others have added 
to the current understanding of steroids 
and their role in health and disease, the 
pathologic study of a region so intricate 
and anatomically varied as the terminal 
portion of the gastrointestinal tract must 
take account of the fact that other areas 
may be involved, whatever symptoms are 
present until this has been disproved. 
Diagnosis requires a general knowledge of 
each patient. It depends, therefore, on a 
complete history, an intelligent clinical ex- 
amination, sigmoidoscopic, roentgeno- 
graphic and laboratory studies, biopsy, 
chemical tests of the blood, and investiga- 
tion by means of smears and serial sec- 
tions. Consultation should be frequent, 
and the reports on all these investigations 
should be carefully studied and correlated 
before an attempt is made to ascribe the 
manifestations of proctologic disease to 
either a local or a general cause. 


SUMARIO 


Em proctologia, como em todas as outras 
especialidades deve-se compreender de que 
a doenca ou disfuncéo na sua localizacao 
pode originar-se em outro ponto, e que 
a causa pode a ne maioria dos casos 
se encontra, em local extrinsico a aquele 
ponto. Esta verdade evidente nos conduz 
ao fato basico de que o homem apesar das 
arbitrarias e numerosas divisdes pelo qual 
é identificado nos circulos médicos espe- 
cializados, continua a ser unidade intacta 
e deve assim ser encarado para a aplicacao 
inteligente da terapéutica. O autor apre- 
senta a evidencia de que muitas abnor- 
malidades encontradas naou, contiguas a, 
porcao terminal do tracto gastro intestinal 
tem a sua origem em outras localizacées 
e sao causadas por fatéros extrinsicos. Os 


KEANE: PROCTOLOGY AND SYSTEMIC DISEASES 


trabalhos de Selye, Kendall, Horton, 
Thorn, Moore e outros adicionaram ao 
conhecimento atual dos esteroides e suas 
acdes na satide e na doenca, o estudo pato- 
l6gico de uma regiao tao intrincada e ana- 
tomicamente variada como o é a porcao 
terminal do do conduto gastro-intestinal, 
quaisquer sejam os sintomas, deve-se con- 
siderar que outras regides também estao 
involvidas até que o contrario possa ser 
provado, O diagndéstico requer, um con- 
hecimento geral de cada paciente. Depende 
portanto, na historia clinica comleta, um 
exame fisico inteligente, sigmoidoscopia, 
roentgenologia e estudos de laboratério, 
biopsia, testes quimicos do sangue e inves- 
tigacdes e cortes em série. Consultas 
devem ser frequentes e os relatérios de 
todas estas investigacées cuidadosamente 
estudados e correlatados antes de concluir 
que as manifestacdes de uma entidade 
proctol6gica obedecem a uma causa local 
ou géral. 


RESUMEN 


En proctologia, como en cualquiera otra 
especialidad, debe recordarse el hecho de 
que la enfermedad o la disfuncién tienen 
su origen en la propia lesién, o que la causa 
puede, como occure en una mayorfa de los 
casos, residir en localizaciones ajenas a la 
zona rectal. Esta verdad evidente le lleva 
a uno al hecho basico de que el hombre, a 
pesar del afan de divisién y particion de 
que ha sido objeto en los ambientes médi- 
cos, permanece un todo indivisible y debe 
ser comprendido de esta manera si se pre- 
tente haya de ser sometido a una terapet- 
tica inteligentemente. 

El autor nos presenta la evidencia de 
que muchas condiciones anormales que se 
descubren en la ultima porcién del tracto 
gastrointestinal o en sus 6érganos contiguos 
tienen un origen en cualquiera otra parte 
y son causadas por factores extrinsecos. 

Las investigaciones de Selye, Kendall, 
Horton, Thorn, Moore y otros han afiadido 
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al concepto actual sobre los esteroides y a 
su papel sobre la salud y la enfermedad el 
estudio patolo6gico de una region tan in- 
trincada y anatomicamente variable como 
es la porcién terminal del tracto intestinal 
pero teiendo en cuanta que otros 6rganos 
también pueden estar afectados en igual 
forma, cosa que no puede afirmarse mien- 
tras no se hava demostrado lo contrario. 
El diagnéstico requiere un conocimiento 
completo de cada enfermo, y esto depende 
de una historia clinica completa, de un 
examen clinico inteligente, de la sigmoido- 
scopia, del laboratorio, de la radiologia, 
de la biopsia, del estudio quimico de la 
sangre, de las siembras de exudados y de 
las secciones seriadas. 

Pueden necesitarse consultas frecuentes, 
y los informes de todas estas investiga- 
ciones deben ser cuidadosamente estudia- 
dos y comparados antes de afirmar que las 
manifestaciones de una enfermedad proc- 
tol6gica sean de un origen local o general. 


RESUME 


Dans la chirurgie du rectum comme dans 
toute autre spécialité, il faut admettre le 
fait que l’affection ou la dysfonction d’un 
organe peut étre secondaire 4 une autre 
localisation pathologique; il en est ainsi 
dans la majorité des cas. Ce truisme nous 
conduit au principe fondamental selon 
lequel ’homme—en dépit des nombreuses 
divisions arbitraires auxquelles il est 
soumis dans les cercles médicaux spé- 
cialises—reste une entité intacte. I] faut 
en tenir compte pour étre 4 méme d’ap- 
pliquer une thérapeutique judicieuse. 

L’auteur démontre qu’un grant nombre 
d’états pathologiques situés dans la por- 
tion terminale due tractus gastro-intes- 
tinal ou a son niveau, ont leur origine ail- 
leurs et sont causés par des facteurs 
étrangers. 

Les recherches de Selye, Kendall, Hor- 
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ton Thorn, Moore et autres auters ont 
augmenté notre compréhension des sté- 
roides et de leur réle en physiologie et en 
pathologie. L’étude pathologique de la 
région si complexe et anatomiquement si 
diverse qu’est ie segment terminal du 
tractus gastro-intestinal, doit tenir compte 
jusqu’é preuve du contraire, dut fait que 
d’autres régions peuvent y étre liées, quels 
que soient les symptémes constatés. Le 
diagnostic exige une connaissance appro- 
fondie de chaque cas particulier, et il doit 
étre basé sur les faits suivants: anamnése 
compléte, examens clinique, sigmoido- 
scopique, radiographique et de laboratoire, 
biopsie, tests sanguins chimiques, frottis 
et coupes en séries. 

Le malade doit étre suivi de prés et les 
résultats de toutes ces recherches devra- 
ient étre soigneusement étudiés et com- 
parés avant de décréter que I’affection est 
d’origine locale ou est a attribuer 4 une 
cause générale. 


RIASSUNTO 


In proctologia, come in ogni altra spe- 
cialita, bisogna ammettere che la malattia 
o la disfunzione locale pud in alcuni casi 
avere origine nella sede stessa, ma in altri 
casi, e il pit spesso, la causa risiede altrove 
nell’ organismo. Questa é@ una nuova 
prova che l’uomo, a dispetto delle numerose 
e arbitrarie divisioni che si fanno, rap- 
presenta sempre un tutto unitario che 
deve essere considerato come tale se si 
vuol fare una terapia intelligente. 

L’autore da la dimostrazione che molte 
delle malattie del tratto terminale del tubo 
digerente o contigue ad esso hanno la loro 
origine altrove e sono causate da fattori 
estranei. 

Le ricerche di Selye, Kendall, Horton, 
Thorn, Moore e altri che hanno portato 
notevoli contributi alla conoscenza degli 
steroidi e alla loro funzione nello stato di 
salute e nelle malattie e gli studi anato- 





VOL. XXVIII, NO. 4 


mopatologici della regione, cosi complessa 
e variata come l’ultimo tratto del tubo 
digerente, giustificano come altri organi 
possano essere interessati contemporanea- 
mente. La diagnosi richiede una cono- 
scenza completa del malato e questa di- 
pende da una anamnesi accurata, da un 
perfetto esame clinico, dalla sigmoidosco- 
pia, dallo studio radiologico, dalle prove 
di laboratorio bioptiche, ematologiche etc. 

Le visite devono essere frequenti e i 
risuktati analizzati e correlati con cura 
prima di ascrivere i sintomi rettali a una 
malattia locale o a una affezione generale. 


ZUSAMMENFASSUNG 


In der Proktologie muss man sich wie 
in allen anderen Spezialgebieten dariiber 
klar sein, dass Erkrankungen oder funk- 
tionelle Stérungen der einschlagigen Or- 
gane ihren Ursprung manchmal in dem 
eigenen Gebiet des besonderen Faches, 


manchmal aber und tatsachlich in der 
Mehrzahl der Fille in Gegenden haben 
kann, die ausserhalb des Fachgebietes 
liegen. Diese einleuchtende Wahrheit er- 
innert uns an die grundlegende Tatsache, 
dass der Mensch trotz der zahlreichen und 
willkiirlichen Abteilungen, in die er von 
den medizinischen Fachgelehrten zerlegt 
wird, eine unzertrennbare Einheit bleibt 
und als solche aufgefasst werden muss, 
wenn man therapeutische Massnahmen 
mit Verstand durchfiihren will. 

Der Verfasser weist nach, dass viele im 
oder in der Nahe des Endabschnittes des 
Magendarmkanals entdeckte Krankheits- 
zustande ihren Ursprung irgendwo anders 
haben und durch ausserhalb liegende Fak- 
toren hervorgerufen werden. 

Die Forschungsarbeiten von Selye, Ken- 
dall, Horton, Thorn, Moore u.A. haben zu 
unserem Verstindnis der Steroide. und 
ihrer Rolle im gesunden und kranken Zu- 
stand des Menschen beigetragen. Bei der 
pathologischen Untersuchung einer so 
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komplizierten und anatomisch so wech- 
selnden Gegend wie des Endabschnittes 
des Magendarmkanals muss man sich der 
Tatsache bewusst sein, dass ungeachtet 
der bestehenden Symptome andere Organe 
eine Rolle spielen kénnen, solange nicht 
das Gegenteil bewiesen ist. Zur Diagnose 
ist eine allgemeine Erfassung des gesam- 
ten Patienten in jedem Fall erforderlich. 
Sie hangt infolgedessen von einer voll- 
standigen Anamnese, einer intelligent 
durchgefiihrten klinischen Untersuchung, 
der Sigmoidoskopie, der Réntgenunter- 
suchung, Laboratoriumsuntersuchungen, 
Probeexzision, chemischen Blutuntersu- 
chungen, Abstrichen und Serienschnitten 
ab. 

Konsultationen sollten haufig erfolgen. 
Die Berichte iiber alle vorgenommenen 
Untersuchungen miissen sorgfaltig stu- 
diert und miteinander in Beziehung ge- 
bracht werden, bevor man sich ent- 
schliesst, die bestehenden Erscheinungen 
einer proktologischen Erkrankung Ort- 
lichen oder allgemeinen Ursachen zuzu- 
schreiben. 
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rhoid is a very common condition. 

There is no diagnostic problem, 
though it must be differentiated from anal 
melanocarcinoma. Nor is there any ques- 
tion of therapy, which is excision and 
drainage, with office proctologic treatment. 
Once in a while, however, this minor op- 
eration causes real bleeding, and nobody 
knows why. In some cases it may be due 
to a faulty bleeding mechanism. The 
cause may possibly be sought in changes 
of the bleeding or clotting mechanism. 
This may be inherent or a response to ex- 
ternal conditions; e.g., according to my 
own observation, thromboses occur on a 
seasonal basis, more frequently during 
warm weather following cold, as in spring 
or in a warm spell interjected in winter. 
This may sound mystic, but coronary 
thrombosis also occurs most frequently in 
the spring; so do other acute diseases. 
Seasonal changes seemingly affect meta- 
bolic function, which in turn may possibly 
influence the bleeding and clotting mech- 
anism. 

The following case is interesting be- 
cause unusual bleeding occurred during 
excision of an external thrombotic hemor- 
rhoid in a patient with a rare combination 
of metabolic disorders. 


A THROMBOSED external hemor- 


From the Department of Proctology of the New York 
Polyclinic Medical School and Hospital, New York, and the 
Gastroenterology Clinic, Long Island College Hospital, 
Brooklyn. 

Submitted for publication Aug. 6, 1957. 


REPORT OF A CASE 


A 41-year-old white man, otherwise appar- 
ently in perfect health, complained of a painful 
lump at the anus. A thrombosed external hem- 
orrhoid was present. With the region under 
local anesthesia (1 per cent procaine hydro- 
chloride) excision was started. Immediately, 
bleeding to an unexpected extent occurred 
from the edges and surface of the wound and 
failed to cease on pressure. Only when the 
main bleeding points had been clamped and 
sutured and gelfoam and gauze dressing ap- 
plied was it halted. Bleeding recurred, how- 
ever, after thirty minutes, and the patient was 
hospitalized. 

On admission to New York Polyclinic Hos- 
pital the history was briefly as follows: “Fam- 
ily history, not relevant. Personal history: 
Medical, none. (This proved to be wrong and 
was corrected later.) Surgical history: tonsil- 
lectomy at the age of fourteen; some minor 
surgical therapy at eighteen; no complica- 
tions.” 

General examination failed to reveal any ab- 
normality except a blood pressure of 190 mm. 
of mercury systolic and 90 mm. diastolic and 
a pulse rate of 100. The temperature was 98.8 
F. Urinalysis revealed no abnormality. The 
blood count was essentially normal with 4,280,- 
000 red cells per cubic millimeter and 14 Gm. 
of hemoglobin; there was some leukocytosis 
(11,800 white cells per cubic millimeter, of 
which 71 per cent were neutrophils). 

With the patient under general anesthesia, 
the source of the bleeding of the anal and peri- 
anal area was inspected. Hemorrhage contin- 
ued under masses of blood coagulum. After 
blood clots and blood had been cleaned away, 
a suture ligature was placed at the root of the 
hemorrhoid, which was removed together with 
the original thrombus and a peripherally ad- 
joining wedge of skin for proper saucerization. 
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Hemorrhage persisted, however, and became 
freer with enlargement of the wound bed. 
Bleeding points were clamped and ligated with 
suture ligatures, with the effect that new 
bleeding began from the points of entry and 
exit of the needle. These points were clamped 
and ligated with plain ligatures, which even- 
tually stopped the bleeding; gelfoam and gauze 
packing under pressure were applied again. 
Bed rest without bathroom privileges was or- 
dered; vitamin K-1 and dicrysticin were ad- 
ministered. 


This incident brought up the question of a 
possible faulty mechanism in the natural con- 
trol of bleeding. Hemophilia was the first ten- 
tative diagnosis. Now the patient recounted 
the following additional history: For some 
time he had had a condition diagnosed as pri- 
mary essential xanthomatosis. Hypercholes- 
teremia had been established. In pursuit of 
an undisclosed and unestablished theory, he 
had been subjected to treatment consisting of 
repeated daily heparin injections continued 
for two years. If the patient’s account was 


true, he must have received approximately 
2,000 such injections within this period. At 
onset of the present illness, however, about 
one year had elapsed since he had been given 


the last heparin injection. The patient was 
convinced that his xanthomatosis, with lesions 
at both elbows, both knees, and other areas of 
the skin, had receded a great deal in the course 
of this heparin treatment but had begun to 
crop up again lately. He had been told that 
his cholesteremia had been considerably re- 
duced as a result of the heparin treatment. 


A hematologic workup gave the following 

results: 

Serum: normal. 

Platelet count: 198,000: normal morphologic 
picture. 

Whole blood: Total protein, 5.9 Gm. per hun- 
dred cubic centimeters; albumin, 3.6 Gm. 
per hundred cubic centimeters; globulin, 
2.3 Gm. per hundred cubic centimeters. 

Total bilirubin: 0.8 mg. per hundred cubic 
centimeters. 

Cephalin flocculation: 2 plus. 

Thymol turbidity: 7.4. 

Alkaline phosphatase: 7.5 units. 

Cholesterol: 540 mg. per hundred cubic cen- 
timeters. 

Cholesterol esters: 355 mg. per hundred 
cubic centimeters. 


The cholesterol values were decidedly in- 
creased, though with normal esterization. 
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The prothrombin time for the patient was 
seventeen seconds; for a control, fifteen sec- 
onds. The bleeding time was excessively pro- 
longed (twenty-three minutes), and the co- 
agulation time was five and one-half minutes, 
which is within normal limts. 

A sugar tolerance test of the blood revealed 
a fasting value of 136 mg. per hundred cubic 
centimeters. After intervals of one hour, two 
hours and three hours, respectively, these val- 
ues were 200 mg., 162 mg. and 122 mg. per 
hundred cubic centimeters. The urine con- 
tained no sugar with the patient fasting, or 
after one hour. No specimen was taken at two 
hours, and a specimen taken at three hours 
still revealed absence of sugar. 

The blood sugar curve revealed potential 
diabetes, which is frequently associated with 
xanthomatosis, a special form of lipoidosis 
involving abnormalities in cholesterol metabo- 
lism. From what was gathered, this potential 
diabetes had not been recognized during the 
period of heparin treatment. 

The tests revealed normal liver function; 
both coagulation time and prothrombin time 
were approximately normal; bleeding time, 
however, was excessively prolonged; this may 
explain the profuse hemorrhage resulting from 
a minor surgical procedure. Whether excessive 
cholesteremia had any relation to the bleeding 
is not unequivocally established, although it 
is known that healing is poor in diabetic pa- 
tients, in whom the cholesterol content of the 
blood is usually increased. Although one year 
had elapsed since its discontinuance, one was 
inclined to blame the previous extreme heparin 
administration for the bleeding. This had to 
be dismissed, however, as heparin as it exists 
in the liver is an inhibitor of the activation of 
prothrombin by the calcium ion. Coagulation 
was, however, present, and coagulation time 
and prothrombin time were within normal lim- 
its. The excessively prolonged bleeding time 
in the presence of an appropriate number of 
platelets was the challenge. 

The patient left the hospital with the bleed- 
ing controlled after five days. His blood capac- 
ity was studied further, and he proved to have 
a hemostatic abnormality; the platelets, al- 
though numerically and morphologically 
normal, had a qualitative defect of their throm- 
boplastic material. The diagnosis was thromb- 
asthenia. 

Whether thrombasthenia, which is pre- 
sumed by some authors! to be hereditary 


and is considered a rare transmissible con- 
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dition, is really the cause of such bleeding 
as is described in this case is undeter- 
mined, as thrombasthenia manifests it- 
self in epistaxis and ecchymoses, but it is 
known that persons afflicted with this con- 
dition frequently withstand surgical pro- 
cedures without undue loss of blood. It 
is known also that the tendency to bleed 
recedes with advancing age. In the case 
here presented the situation was reversed. 


This condition has also been called pseu- 
dohemophilia, because it may occur also 
in the female. Platelet count, clot retrac- 
tion and coagulation time are said to be 
usually normal but may yield varying re- 
sults. According to Seegers,? the platelet 
Factor 3—whatever it represents— is 
missing in patients with thrombasthenia. 
Splenectomy does not affect the course of 
chronic hereditary thrombasthenia, Trans- 
fusion and supportive therapy are the 
only useful therapeutic agents. 


In contrast, hemophilia occurs only in 
the male, with a chronic hereditary tend- 
ency to bleed after slight trauma. In the 
presence of hemophilia there may be epi- 
staxis, hematuria, melena, hemarthrosis or 
uncontrollable hemorrhages following a 
minor operative procedure. With labora- 
tory data in cases of hemophilia, there is 
prolonged coagulation time (in the case 
here presented, there was not). The bleed- 
ing time is usually normal (which is quite 
the opposite of what was observed in this 
case). There may be anemia with poly- 
chromatophilia. Clot retraction, platelet 
count, prothrombin level and capillary fra- 
gility tests usually give normal results. 
Thromboplastin, however, is not liberated 
when blood is shed, and normal coagulation 
fails to occur. 

It has been mentioned before that pri- 
mary essential xanthomatosis is a special 
form of lipoidosis with abnormal choles- 
terol metabolism. Xanthomas may occur in 
the skin,®? the tendons, the liver, the bile 
ducts, the endocardium or the walls of 
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blood vessels. The levels of total cholesterol 
and esters are increased, the ratio normal 
(as in this case). There may be arterio- 
sclerosis and myocardial infarction even 
at an early age. Roentgen therapy has 
proved to be effective; ACTH and corticos- 
terone therapy are not. 

Diabetes mellitus is usually associated 
with high cholesterol levels; eruptive 
xanthoma may occur as a complication. 
Essential xanthomatosis as encountered in 
the case here reported should not be con- 
fused with it. Heparin treatment for es- 
sential xanthomatosis, as mentioned in this 
case, seems to be in the experimental stage. 


SUMMARY 


A case of unexpected hemorrhage asso- 
ciated with minor anal operation is pre- 
sented. The cause was a metabolic condi- 
tion combined with unsuspected disorder 
of the bleeding mechanism, in which Fac- 
tor 3 was missing from numerically and 
morphologically normal platelets. This 
disorder is called thrombasthenia. 

Prolonged bleeding occurs surprisingly 
infrequently in the presence of a high level 
of blood cholesterol and potential diabetes. 
Yet it may occur and should be taken into 
consideration. Even such a minor anorec- 
tal operation as removal of an external 
thrombosed hemorrhoid should be preceded 
by a thorough history and, if possible, by 
a blood count and a urinalysis. A sus- 
pected metabolic condition requires more 
workup, and the patient should be hospital- 
ized prior to operation, for his own and 
for the surgeon’s protection. 


RIASSUNTO 


Viene presentato un caso di emorragia 
inaspettata consecutiva ad un interverto di 
poco conto. La causa era da ricercarsi in 
una particolare situazione metabolica as- 
sociata ad un difetto della coagulazione: il 
fattore 3 era completamente assente dalle 
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piastrine, che del resto erano normali. 
Questa condizione é chiamata tromboas- 
tenia. 

Emorragie prolungate si verificano rara- 
mente in presenza di ipercolesterolemia o 
di diabete potenziale, tuttavia possono oc- 
correre e questa possibilita deve essere 
tenuta in considerazione. Interventi anche 
minimi, pertanto, come l’asportazione di 
emorroidi esterne trombosate, devono es- 
sere preceduti da una accurata anamnesi e 
da un esame di sangue e urine. Quando si 
sospetti una alterata condizione metabol- 
ica, le ricerche divengono pitti complesse e 
il paziente deve essere ospedalizzato, per 
sicurezza sua e del chirurgo, 


ZUSAM MENFASSUNG 


Es wird tiber das unerwartete Auftreten 
einer Blutung im Laufe einer geringfiigi- 
gen Operation berichtet. Die Ursache 
bestand in einer Stoffwechselstérung, die 
mit einer nicht vorausgesehenen Unregel- 
massigkeit des Blutgerinnungsmechanis- 
mus verbunden war. Die Zahl und Gestalt 
der Blutplattchen war normal, der Faktor 
3 jedoch fehlte. Man nennt diese Stérung 
Thrombasthenie (Thrombocytensch- 
wiache). 

Eine verlangerte Blutungszeit kommt bei 
einem hohen Cholesterinspiegel im Blut 
und bei potentiellem Diabetes erstaunlich 
selten vor. Die Médglichkeit jedoch bes- 
teht und muss in Betracht gezogen werden. 
Es ist daher ratsam, vor der Ausfiihrung 
selbst geringfiigiger Operationen am After 
oder em Mastdarm wie z.B. der Entfer- 
nung eines thrombosierten ausseren Ha- 
morrhoidenknotens eine sorgfaltige Anam- 
nese zu erheben und womédglich auch eine 
Blut- und Harnuntersuchung anzustellen. 
Der Verdacht auf eine Stoffwechselstérung 
ist geniigend Anlasse zur Ausfiihrung 
mehr als durchschnittlicher Vorunter- 
suchungen und-im Interesse sowohl des 
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Kranken wie des Chirurgenzur Kranken- 
hausaufnahme vor der operation. 


RESUMEN 


Se presenta un caso de hemorragia ex- 
pontanea asociada a una operacion leve. 
Era debida a un transtorno metabolico 
combinado con una alteracién insospechada 
del mecanismo de la coagulacién. Aunque 
las plaquetas eran normales en numero y 
morfologia, carecian del factor 3. Esta en- 
fermedad se llama trombasteria. 

La hemorragia prolongada a parece de 
repente aunque con poca frecuencia en pre- 
sencia de colesterinemia o de una diabetes 
en potencia. Asi es que puede suceder, y 
debe ser tenida en cuenta. Incluso una 
operacié6n tan leve como la extirpacion de 
unas hemorroides externas trombosadas 
debe ir precedida de una historia minu- 
ciosa y a ser posible, de analisis de orina y 
sangre. La sospecha de un trastorno me- 
tabélico requiere precauciones especiales, 


por lo que el enfermo sera hospitalizado 
antes de la operacién, en bien suyo y del 
cirujano. 


RESUME 


Un cas d’hémorragie inattendue au 
cours d’une opération mineure est prés- 
enté, due a un trouble du métabolisme as- 
socié a une thrombasthénie. 

L’hémorragie prolongée est étonnam- 
ment rare en présence d’un taux de choles- 
térol élevé et d’un diabéte latent. Mais 
elle peut se produire et doit étre prise en 
considération. Méme pour une opération 
mineure telle que |’extirpation d’une hém- 
orroide thrombosée par exemple, il est 
nécessaire de procéder a une anamnése 
compléte avec numération sanguine et 
analyse d’urine. Si |’on suspecte un état 
métabolique déficient le malade est a hos- 
pitaliser avant l’opération, autant pour sa 
propre protection que pour celle du chirur- 
gien. 
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Having been born in Mauritius after the annexation by George the Third, Brown- 
Séquard was legally a British subject, and while in London he had often referred 
enthusiastically to his British allegiance. But now, to become a French professor, 


Ministers were approached, dossiers circulated in 


he needed to be a Frenchman. 
their departments. The necessary miracle took place, and Charles Edouard Brown- 
Séquard was admitted a citizen of France by the President of the Republic. 
more worldly circumstances had bowed to the progress of this temperamentally 


Once 


volatile creature who was so capable of adapting his environment to his wishes. 
His wanderings across the world might be erratic, but his devotion to science was 


a fixed star; not even Louis Pasteur himself worked more selflessly. 


At last he had “arrived.” The scientific Ulysses had come home to Ithaca; not 
the tropical island of the Indian ocean, but his intellectual home by the Seine. In 
1886, he achieved the great distinction of being elected a member of the Institut, 
that assembly of immortals in literature, art and science, but perhaps the elevation 


he valued more was becoming President of the Société de Biologie. . . . 


Scientific honours of France and England were now heaped upon him, yet he lived 
on the edge of financial embarrassment, owing to his robust contempt for money. 
When a rich American woman offered ten thousand francs (in the days of the gold 
standard) as her fee for consulting him about an ailing child, he refused to take any 
interest, and when the anxious mother changed her offer from ten thousand francs 
to ten thousand pounds, all he did was to reply naming another physician who was 
nearer to hand. A lady from Liverpool wired urgently begging him to go there for 
a consultation and naming hundreds of pounds as her fee. But all the unworldly 
man did was to say he was passing through Liverpool next week and would charge 
only five guineas. This was not heroics, there was no sense of pose or of lofty 
detachment. It was simply that the commercial instinct had been left out of him. 


—Williams 
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HORACIC surgical intervention has 
"| ‘become an integral part of the treat- 

ment of mentally disturbed patients 
with diseases of the chest. Its need is em- 
phasized by the prevalence of chronic non- 
specific infections (pulmonary abscess, 
bronchiectasis, empyema), foreign bodies 
and malignant and benign tumors, as well 
as by the demands of an effective tuber- 
culosis control program. 

The Illinois Department of Public Wel- 
fare operates eleven state mental hospitals 
and two schools for the mentally retarded, 
with a total population of approximately 
48,000, thus providing exceptional oppor- 
tunity for the develoy ment and application 
of knowledge relating to the thoracic sur- 
gical treatment of such patients. 


Excellent results are being achieved 
through a modern tuberculosis control pro- 
gram that figures importantly in the detec- 
tion of other thoracic diseases. The inci- 
dence of newly detected pulmonary 
tuberculosis among the resident population 
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in these institutions has decreased from 1.9 
per cent (1,900 per 100,000) in 1945 to 0.16 
per cent (160 per 100,000) in 1955. In 
this period the death rate from tubercu- 
losis in the institutions decreased 88 per 
cent, and the incidence of newly developed 
tuberculosis decreased 92 per cent.! At the 
time of admission to the state mental hos- 
pitals, however, incidence of tuberculosis 
is at least ten times greater than that for 
the general public.” 

A commonly accepted theory has been 
that the incidence of complications and 
morbidity associated with surgical inter- 
vention in this group of patients is much 
higher than among mentally normal pa- 
tients. In the past, major operations on 
the chest were reserved for patients with a 
favorable prognosis for remission of their 
psychoses or those in fairly good contact 
and requiring minimal supervision.’ In re- 
cent years, however, the indications for 
temporary and permanent collapse proce- 
dures and resections for pulmonary tuber- 
culosis are considered the same as for the 
nonpsychotic patient. Perry and his as- 
sociates® expressed the opinion that the 
criteria for resection are more liberal than 
those usually employed for patients with- 
out mental disease. They base their rea- 
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soning on the fact that surgical removal 
of all foci that might in time become reac- 
tivated will render the patient less of a 
hazard to the other patients, the staff and 
the population at large. 

As an integral part of the Department’s 
total therapeutic program, thoracic sur- 
gery centers were set up in two instiiu- 
tions: Chicago State Hospital (July 1954) 
and Kankakee State Hospital (September 
1951) to serve the needs of the state insti- 
tutions. 

Conferences at which medical, surgical 
and roentgen departments are represented 
screen the patients, and on recommenda- 
tion they are channeled to one of the two 
centers for final evaluation. 

These patients represent a fairly good 
cross-section of various types of mental 
disease—schizophrenia, chronic alcoholism 
with deterioration, the senile dementias 
with and without psychosis, epilepsy with 
and without psychosis and mental defi- 
ciency with and without psychosis. It must 
be stressed that we deal surgically with the 
chronic type of mentally ill patient, as the 
acutely psychotic patient under modern 
treatment is usually able to leave the insti- 
tution in a relatively short time. 

This article offers a statistical analysis 
of 238 major surgical procedures per- 
formed on 223 patients admitted to the 
centers and reports the experiences of 68 
major procedures on 63 patients at one 
of these centers. 

Table 1 contains general information on 
the patients in the two surgical centers, 
with a breakdown of these cases into tu- 
berculosis and non-tuberculosis as well 
as the sex and age distribution. The 
types of surgery in this group of 223 pa- 
tients are shown in Table 2. Table 3 is 
a summary of the various types of non- 
tuberculous pathologic conditions treated 
at the two centers. To obtain a compre- 
hensive understanding of the problems 
that arose in the management of the 68 
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major procedures, it is well to start from 
the time the patient is admitted to the 
thoracic surgical service. 

1. Difficulty in Establishing Diagnosis. 
(a) Difficulties due to the patient’s un- 
willingness or inability to cooperate im- 
pede the collection of good sputum speci- 
mens. For the tuberculous patients this 
entails doing gastric lavages, and (b) 
special attention and patience in proper 
positioning are necessary for roentgen 
examination. Occasionally sedation is 
required, 

2. Drug Therapy. Administration of 
drugs occasionally raises problems. Most 
patients, however, accept treatment pas- 
sively. Some refuse oral medication and 
a few parenteral medication. With the 
nontuberculous this offers no problem, but 
with the tuberculous patient the combi- 
nation of anti-tuberculosis drugs is often 
modified to avoid undue stress on the pa- 
tient. It is mainly in this group that ther- 
apy has been intermittent and varied. 

The majority of our tuberculous pa- 
tients have been given streptomycin, 
isonicotinic acid hydrazide (INH) and 
para-aminosalicylic acid, or com- 
binations of these. We usually reserve 
viomycin to carry the streptomycin and 
INH resistant or apparently resistant pa- 
tient through the period of surgery. We 
have used cycloserine only on 2 coopera- 
tive, well-oriented schizophrenic patients 
who within 4-5 days of therapy became 
disturbed, uncooperative and subject to 
hallucinations. These symptoms disap- 
peared after the drug was discontinued. 

3. Bed Rest. Bed rest is practical to a 
point. There are specified rest periods 
during which most of the patients remain 
in bed. With a few, however, it is imprac- 
tical to impose this treatment. 

4. Difficulty With Relatives. It has 
been the experience of many of us that 
permission for any type of elective opera- 
tion is difficult to obtain. It has often been 
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TABLE 1.—General Information from Thoracic Surgical Centers 












































































































































Kankakee State Hospital Chicago State Hospital 
a TB Non-TB Total Ps TB Non-TB Total 
_ Number of patients 111 49 160 | Number of patients 43 20 63 
Number of operations 119 49 168 Number of operations 48 20 68 
= Sex Sex 
{ Male 83 Male 32 { Male 23 Male 11 
TB i Non-TB TB | Non-TB 
| Female 28 Female 17 Female 20 Female 9 
Age Distribution by Decades Age Distribution by Decades 
(Range 18 to 72 years) (Range 18 to 70 years) 
- Age No. of Patients Age No. of Patients 
11-20 1 11-20 1 
21 - 30 9 21 - 30 6 
31-40 24 sce 31-40 15 
“a si - 2 41-50 ig ante 
61-70 35 aial 51 - 60 ; 14 
——~ i  .:. 2. <=. © a 61 - 70 10 
re :: ae) ee TB 45.1 
Average Average 
Non-TB 52.8 Non-TB = 46.1 
TABLE 2.—Types of Operation 
Kankakee State Hospital Chicago State Hospital 
TB Non-TB TB Non-TB 
Thoracoplasty with plombage 36 _— | 
primary 6 
Thoracoplasty, conventional 
secondary 10 1 5 
Wedge 17 3 7 1 
Segment 14 5 11 1 
Lobectomy 28 10. 16 5 
Pnemonectomy 5 2 2 3 
Decortication 3 
Esophageal Resection aes 2 sheet 2 
Esophagotomy and insertion of tubes (Mackler) ae 3 
Others me 23 noe 8 
a ot 449 49 48 20 





a major obstacle and a source of rightful because of the inability to obtain a consent 
indignation to watch a suspicious malig- for operation. Insight into the reticence 
nant lesion grow on routine roentgeno- of the relatives and a tactful approach to 
grams or a tuberculous focus which could this problem are highly necessary. 

have been resected, break down and spread 5. Cooperation of the Patient. A fair 


462 
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percentage of the mentally defective per- 
sons behave like infants, depending upon 
the severity of the deficiency. The I.Q’s 
have ranged from 0 to 70. Some do not 
know how to cough despite every effort 
made to teach them before they are oper- 
ated on. They are unable to cooperate be- 
cause of our inability to transmit what is 
required of them. 

Some psychotic patients, although co- 
operative prior to the operation, refuse 
to follow instructions in the immediate 
postoperative phase and occasionally be- 
come catatonic. Others become aggressive 
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and attempt to pull out tubes and refuse 
medication. Chronically psychotic patients 
who are passively cooperative prior to op- 
eration present interesting problems. It is 
in this group that one expects but does not 
always receive active cooperation in the 
postoperative phase. The patient continues 
to accept medication, rests in bed, is con- 
tinent and does not attempt to remove 
dressings or tubes. The important acts of 
coughing, deep breathing and periodic 
change of position, however, are actively 
resisted, 

We have performed thoracoplasty with 





TABLE 3.—Pathologic Data on Nontuberculous Patients 























KSH* CSH** KSH* CSH* 
Bronchiectasis 5 = Osteochondroma, rib o- 1 
Pulmonary abscess 4 3 Mediastinal tumors 5 z 
Cystic lung and bulla 1 2 Intrathoracic neuroma ae 1 
{ excised 7 3 Carcinoma of esophagus 5 2 
Bronchogenic carcinoma ; 
biopsied 13 Intrathoracic foreign bodies 2 3 
Metastatic carcinoma 3 1 Pericardial cysts 4 





*Kankakee State Hospital 
**Chicago State Hospital 





TABLE 4.—Deaths and Complications at Chicago State Hospital 





Type of Surgery 


Diagnosis Cause of Death 








{ Left pneumonectomy 
Deaths 
Right pneumonectomy 





Bronchogenic carcinoma 


Bronchogenic carcinoma 


Pulmonary edema 


Pulmonary edema 





Complications 





1 a Atelectasis 


14 


(9 needing bronchoscopy one 
or more times) 





Empyema 





Empyema with fistula Pt 








Pulmonary edema 








Massive subcutaneous emphysema 





Paralytic ileus 





29) 2] S| ot) | | 


3 
2 
4 
Tubes pulled out 4. 
z 
4 
2 


Wound infection 
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Fig. 1—A, admission film of chest, showing bilateral far-advanced pulmonary tuberculosis with giant 
cavitation in the upper two-thirds of the left lung field. B, film taken after eighteen months of chemo- 
therapy and pneumoperitoneum. C, film taken following a preliminary conventional four-rib thora- 
coplasty. D, film taken one year after left pneumonectomy. No change was noted in the residual 
fibrotic lesions on the right. (At the time of writing, this patient has been “off” chemotherapy for 


six months. 


Gastric cultures for acid-fast organisms are sterile, and she has been discharged as re- 


covered from mental illness.) 


extraperiosteal paraffin plombage on 7 as 
a primary procedure, because it was our 
opinion that the patient’s mental and/or 
physical conditions were contraindications 
to resection. 


A thorough knowledge of the patient’s 
history and his behavior is necessary. 
Above all, close contact with the patient 
and his associates in the ward is most im- 
portant in obtaining his cooperation after 
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Fig. 2.—A, anteroposterior view showing massive subcutaneous and mediastinal emphysema in an ex- 
tremely uncooperative patient, who pulled out his tubes once and bit them off the second time, and in 


whom emphysema developed over night. 


The emphysema extended into the lower extremities and the 


face. B and C, photographs taken during and after the emphysema had subsided. 


surgery. Many of the patients will turn 
suspicious and even hostile and aggres- 
sive if approached by someone unknown to 
them. 


Shortcomings.—The nurse in charge of 
the psychiatric ward for tuberculous pa- 
tients should be qualified in psychiatric, 
medical and surgical nursing,‘ as well as 


in the nursing of the tuberculous. This is 
the ideal situation; with the difficulty of 
obtaining nursing care in mental institu- 
tions and especially in their tuberculosis 
services, however, the thoracic surgery 
service in this hospital has had to depend 
on attendants who have had little or no 
experience even in general nursing. They 
have, however, adequate experience with 
the mentally disturbed patient to cope with 
the acute manifestations that may arise 
postoperatively. This shortage of skilled 
help has not been a deterrent to the initia- 
tion of an active program of thoracic sur- 
gery. We have had to be realistic and ad- 
just to conditions. 

Deaths. — Two deaths occurred from 
acute pulmonary edema after pneumonec- 
tomy for bronchogenic-carcinoma; one in 


a man aged 58, and the other in a man, 
aged 70. 

Complications.—The complications en- 
countered in this group of 68 cases are 
listed in Table 4. 

Atelectasis: As observed by others,’ 
the development of atelectasis in the im- 
mediate postoperative phase has been a 
major problem. In this small series of 
cases, the condition developed in 14 pa- 
tients, 9 needing bronchoscopy one or more 
times. The cause of the atelectasis was 
the refusal or inability of the patient to 
cough in spite of all our efforts. It is nec- 
essary to follow such patients closely and 
initiate active measures as soon as the 
diagnosis of early atelectasis is made. 

It is significant that we have encoun- 
tered no deaths due to this complication. 
We are now performing tracheotomy at 
the close of the thoracic procedure on pa- 
tients who are not expected to cooperate 
well after operation. 

Empyema and Fistula: There were 5 in- 
stances of postoperative empyemas all in 
the group with tuberculosis. Three were 
controlled by drainage and thoracoplasty. 
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The other 2 patients had right broncho- 
pleural fistulas, occurring after segmental 
resection in the presence of demonstrated 
bacteria and resistance to streptomycin 
and INH. 

Pulmonary Edema: There were 4 in- 
stances of acute pulmonary edema, 1 after 
lobectomy and 3 after pneumonectomy. In 
2 instances the latter operation was the 
cause of the aforementioned deaths. The 
third pneumonectomy (Fig. 1) performed 
on a woman aged 32, with bilateral far 
advanced tuberculosis. By error, she was 
given 1,000 cc, of physiologic solution of 
sodium chloride instead of 5 per cent dex- 
trose in water. Although this may not have 
been the cause, it was a contributory etio- 
logic factor in the edema. In order to pre- 
vent a repetition, physiologic saline solu- 
tion is now administered only in bottles 
of 100 ce. 


OCTOBER, 1957 


Miscellaneous: Four patients pulled out 
their tubes. In 1 of these a massive sub- 
cutaneous emphysema developed (Fig. 2) ; 
in another, tension pneumothorax. 


Paralytic Ileus: In 4 cases paralytic 
ileus developed. The possibility of this 
needs closer preoperative consideration. 
Some mentally disturbed patients, espe- 
cially those who are catatonic, are chron- 
ically constipated and have atonic colons 
(Fig. 3). We now give our patients enemas 
for two or three days before the operation, 
having observed that an enema the night 
before does not sufficiently clear the lower 
part of the gastrointestinal tract. 

Cardiac Arrhythmia: Auricular fibrilla- 
tion occurred in 2 men of the older age 
group. This was controlled with digitalis. 


Wound Infection: This offers a problem 


showing dilated loops of bowel. 
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with a few patients who are incontinent; 
the linen is soaked with urine and/or feces, 
and the dressings are thereby contam- 
inated. Early in our series we have had 
2 patients with wound infections. Since 
we have been using a sterile polyvinyl 
liquid surgical dressing under the gauze 
dressings we have encountered no wound 
infection. 

Narcotics: In our experience, very little 
postoperative analgesia has been needed. 
Requirements are generally limited to a 
total of 3 to 4 injections of a narcotic over 
three or four days. Some of the patients, 
however, have not needed any. Those in 
closer mental contact and, paradoxically, 
the severely psychotic required more. 

It has been reported that chlorpromazine 
decreases the amount of narcotics required 
to relieve pain. On the other hand, Houde 
and Wallenstein’ observed that the anal- 
gesic effect of morphine and chlorproma- 
zine combined was essentially the same as 
that of morphine alone in the treatment of 
patients with carcinoma. In this series of 
68 procedures, we have administered chlor- 
promazine (25 to 50 mg. three times daily) 
to 30 patients in the immediate postopera- 
tive period. The remaining 38 were used 
as a control group. We observed no dif- 
ference in the amount of narcotics used in 
the two groups. It must be remembered, 
however, that the sensation of pain is dif- 
ficult to evaluate, especially in the mentally 
ill, and that our series is too small to justify 
the drawing of conclusions. The amount 
of narcotics needed varied more with the 
mental condition of the patient than with 
any other factor. 


COMMENT 


The psychotic patient is as much a 
human being as his nonpsychotic brother, 
but in order to diagnose and treat his phys- 
ical infirmities, the surgeon must be a psy- 
chiatrist “of a sort” himself. Close con- 
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tact with the patient and insight into his 
past are valuable adjuncts to any surgical 
procedure. Thoracic surgery is an impor- 
tant tool in the overall treatment of the 
mentally ill patient with thoracic disease, 
and its results compare favorably with 
those obtained in non-mental hospitals. 

Atelectasis is a major postoperative 
problem, but it can be successfully treated 
if it is diagnosed early and active measures 
are taken. 

We are more conservative than others” 
in treating tuberculous patients surgically, 
because we often consider the surgical in- 
dication modified by the patient’s mental 
condition. The average age of our patients 
is higher than that of the nonpsychotic, 
and some of them have moderately severe 
pulmonary emphysema. For “poor risks,” 
thoracoplasty with extraperiosteal plom- 
bage was done as an elective procedure. It 
is possible that if some of these patients 
were more cooperative and less difficult to 
manage we would have resected the lesions. 
The mental condition of the patient at the 
time of operation is an important factor 
in determining the type of procedure to be 
employed. 


SUMMARY 


A statistical analysis of 238 major sur- 
gical procedures performed on 223 patients 
with mental disease is given, and the ex- 
periences with 68 major procedures on 63 
patients are reported. 

The preoperative mental condition of the 
patient must be considered in selecting the 
type of surgical procedure. 

Drug therapy, especially for patients 
with tuberculosis, is modified to cause min- 
imal stress. 

The major complication in the authors’ 
series was atelectasis, which occurred in 
20 per cent of the cases. Active measures 
to combat this are initiated immediately to 
prevent massive atelectasis. As a result, 
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there has been no mortality due to this 
complication. 

The surgi¢al results compare favorably 
with those observed in patients without 
mental disturbances. 


Authors’ Note: We are grateful to Ernest 
Teller, M.D., Chief, Tuberculosis Control Service; 
Laurence Rubenstein, M.D., Consultant in Tho- 
racic Surgery; Kalman Gyarfas, M.D., Superin- 
tendent, Chicago State Hospital, and to Cleve 
Odom, M.D., Superintendent, Kankakee State 
Hospital, for their cooperation. 


RESUME 


Les auteurs présentent une analyse de 
238 opérations chirurgicales maieures pra- 
tiquées chez 223 malades atteints d’affec- 
tions mentales et rapportent le résultat de 
leur expérience de 68 opérations majeures 
sur 63 malades, 

I] est nécessaire d’evaluer ]’état mental 
d’un malade lors du choix de la technique 
a adopter. L’administration de médica- 
ments doit étre dosée prudemment, surtout 
chez les tuberculeux, afin de diminuer au 
maximum le stress. 

La complication la plus grave dans la 
série des cas des auteurs a été l’atélectasie 
(20% des cas), aprés l’application de 
mesures préventives, ils n’ont eu aucun cas 
de mort par suite de cette complication. 

Les résultats chirurgicaux peuvent étre 
favorablement comparés avec ceux de pa- 
tients mentalement normaux. 


SUMARIO 


Apresenta-se analise estatistica de 238 
procedimentos de cirurgia maior, efetu- 
ados em 223 pacientes com enfermidade 
mental, bem como a experiencia em 68 
procedimentos maiores em 63 pacientes. 
A condicéo mental pré-operativa do paci- 
ente deve ser considerada na selecéo do 
tipo de procedimento cirtirgico a ser em- 
pregado. O uso de drogas especialmente 
em pacientes com tuberculose é modificado 
afim de causar o minimo stress. A maior 
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complicacéo na série dos autores foi atelec- 
tasia, que ocorreu em 20% dos casos. Me- 
didas ativas para 0 combate desta condi¢ao 
eram iniciados imediatamente afim de pre- 
venir atelectasia massiva. Como resultado 
nao se observou mortalidade devido a esta 
complicacao. Os resultados comparam-se 


favoravelmente com as operacdes efetua- 
das em pacientes sem disturbios mentais. 


ZUSAMMENFASSUNG 


Es liegt eine statistische Analyse von 
238 groesseren chirurgischen Eingriffen 
vor, die an 223 geisteskranken Patienten 
ausgefuehrt wurden; ausserdem berichten 
die Verfasser ueber ihre Erfahrungen mit 
68 and 63 Kranken vorgenommenen Ope- 
rationen. 

Bei der Auswahl des chirurgischen Ver- 
fahrens muss der Geisteszustand des 
Kranken vor dem Eingriff in Betracht 
gezogen werden. 

Die Arzneibehandlung wird besonders 
bei Kranken mit Tuberkulose so modifi- 
ziert, dass sie eine moeglichst geringe 
Belastung darstellt. 

In der Krankenserie der Verfasser war 
die wichtigste Komplikation die Atelek- 
tase, die in 20% der Faelle auftrat. 

Die Verfasser leiten unverzueglich ak- 
tive Massnahmen ein, um eine massive 
Atelektase zu verhueten. Dies hatte zur 
Folge, dass keine Todesfaelle infolge dieser 
Komplikation eintraten. 

Die chirurgischen Ergebnisse sind nicht 
schlechter als die bei Kranken, die an 
keinen Geistesstoerungen leiden. 


RIASSUNTO 


Viene riferita una analisi statistica su 
238 interventi chirurgici eseguiti su 223 
malati mentali. 

Le condizioni mentali preoperatorie de- 
vono essere prese in seria considerazione 
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prima di scegliere il tipo di intervento. 

La terapia medicamentosa, specie per 
pazienti affetti da tubercolosi, deve essere 
modificata allo scopo di causare uno stress 
di proporzioni minime. 

Nella serie di pazienti presentata dagli 
autori, la complicazione pit grave fu rap- 
presentata dalla atelettasia (20 per cento 
dei casi). I provvedimenti terapeutici 
adottati al riguardo, hanno evitato ogni 
mortalita per tale complicazione. 

I risultati degli interventi praticati in 
questa serie di pazienti sostengono favore- 
volmente il confronto con quelli ottenuti 
con interventi su pazienti non affetti da 
malattie mentali. 
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The capacity of the human heart to believe in lies, when they favour a dear de- 


lusion, is infinite. 


All things in Nature tend to excess. She is the exuberant producer, leaving to 
us the function to prune wisely, but not to extirpate or to stunt. That is morality. 


Anonymous criticism, though not necessarily bad, in practice has generally a 
demoralizing tendency. It acts as the shield of ignorance and the mother of im- 


pertinence. 


—Blackie 





Incubation Period of Bronchogenic Carcinoma 


EDWARD C. LAWLESS, M.D. 
COLUMBUS, OHIO 


ISIT your dentist twice a year! 

Women over 45 years of age should 

have a vaginal examination once a 
year! Persistent dyspepsia necessitates 
an upper gastrointestinal series! Change 
in bowel habits calls for a lower gastroin- 
testinal study. These are popular and im- 
portant axioms in medicine that have stood 
the test of time. 

Today I would urge all physicians and 
surgeons to add another axiom to this list: 
“If you are a man 40 years of age or over, 
have a roentgenogram of your chest taken 
at least once a year. And if during this 
interim you have an unexplainable per- 
sistent cough, pain in the chest, dyspnea, 
loss of weight, a wheeze, hemoptysis, 
fatigue, ‘flu,’ ‘cold,’ pleural effusion, fever, 
pneumonia or any combination of these, 
have a roentgenographic and physical 
examination of the chest immediately.” 

The incidence of bronchogenic carci- 
noma, especially in the male, has increased 
in absolute figures as well as in proportion 
to carcinoma in all other sites. Success or 
failure in treating carcinoma of the lungs 
seems to depend upon the rapidity of diag- 
nosis and definitive treatment. The pres- 
ent mortality rate is still exceedingly high, 
owing chiefly to a delay of three to nine 
months in establishing a diagnosis. 

Since the cause of carcinoma is still un- 
known, a study of the epidemiologic as- 
pects might have considerable importance. 
Little has been written with regard to 
the incubation period, if such a period ex- 
ists, of pulmonary carcinoma, 

Read at a meeting of the Great Lakes Regional Division 
and the Indiana State Chapter, United States Section, Inter- 
national College of Surgeons, French Lick, Indiana, April 


7-10, 1957. 
Submitted for publication April 30, 1957. 


Surveys have given a great impetus to 
the early diagnosis of pulmonary carci- 
noma, but conclusive statistics as to the in- 
cubation period are lacking. Since less 
than one asymptomatic pulmonary carci- 
noma is detected in 1,000 routine roent- 
genograms, universal periodic roentgeno- 
graphic examinations solely to detect pul- 
monary neoplasms may not be justified. 

In this study I have accumulated 178 
cases of proved carcinoma of the lungs in 
which I have been able to get fairly com- 
plete histories. 

Of the tumors in these 178 cases 111, or 
63 per cent, were squamous cell carci- 
nomas; 45, or 26 per cent, adenocarci- 
nomas, and 20, or 11 per cent, oat cell car- 
cinomas. Local pathologists are in agree- 
ment with this classification: squamous 
cell and bronchogenic carcinomas in one 
group; adenocarcinomas and alveolar cell 
carcinomas in the second group, and oat 
cell or undifferentiated carcinomas in the 
third category. For purposes of interest, 
1 case of carcinoid and 1 case of myxofibro- 
sarcoma of the lung have been included, 
owing to their similarity to bronchogenic 
carcinoma. 

In analyzing the mortality rate (Table 
1) I have included all operative cases. Nat- 
urally the rate decreases as the time ele- 





TABLE 1.—Mortality Rate in 178 Operative Cases 





1952 100% 
1953 88% 
1954 85% 
1955 73% 
1956 69% 
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ment decreases, though all patients oper- 
ated on in 1952 are now dead. A few who 
were operated on before 1952 are still liv- 
ing, but certainly not 5 to 10 per cent as 
reported by many authors. 

In the year 1956, 52 patients were op- 
erated on. Only 21 were suitable for re- 
sective procedures, the remaining 31 being 
hopelessly inoperable. With the 40 per 
cent rate of resectability, this would still 
have to be considerably reduced if the op- 
erations were classified as curative rather 
than palliative. Of the 52 patients oper- 
ated on, 36 have died; with an average 
postoperative survival of two and seven- 
tenths months and a range of two days to 
eight months. The resectability rates in 
these 178 cases are listed in Table 2. 

Thus far it has been impossible to clas- 
sify preoperatively, the operable and the 
inoperable carcinomas. On a few occa- 
sions patients with biopsied tumors, per 
bronchoscope, combined with supraclavic- 
ular nodes, have been operated on for pal- 
liative reasons and have done well, where- 
as some patients who appear clinically op- 
erable have revealed, at operation, wide- 
spread involvement of the hilar and medi- 
astinal lymph nodes, an extremely poor 
prognosis. 

Of academic interest is the age average, 
which was almost constant over the five 
years. With a range of age from 28 to 81 
years, the average was 56 years (Table 3). 

Discouraging statistics on postoperative 
life expectancy are influenced by attempts 
to salvage patients with far advanced car- 
cinoma. The preoperative prognosis in 
many cases is admittedly poor; e.g., the 
cases in which obstructive atelectasis, ef- 
fusion, paralysis of the diaphragm, paral- 
ysis of the vocal cords or palpable 
supraclavicular glands are present, and, 
consequently, heroic efforts even for pallia- 
tive purposes reduce the average postop- 
erative life expectancy (Table 4). 

Naturally the latter figures are in- 
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TABLE 2.—Rate of Resectability (Palliative and 
Curative Resection) 





1952 37% 
1953 58% 








1954 38% 
1955 54% 
40% 











1956 








TABLE 3.—Average Age of Operative Patients 





1952 
1953 
1954 
1955 
1956 




















TABLE 4.—Average Postoperative Survival 
(Includes Both Death in the Hospital and 
Death Later) 





1952 
1953 
1954 
1955 
1956 

















fluenced mostly by deaths in the hospital 
or early death of hopelessly inoperable pa- 
tients. 

For some unexplained reasons, there 
was a higher percentage of adenocarci- 
noma or alveolar carcinoma in Columbus 
than has been reported by other groups in 
surrounding medical centers. Unfortu- 
nately the longer life expectancy for pa- 
tients with these types of carcinoma, as 
reported by many groups, does not obtain 
in this series. Table 5 is an analysis of 
the three common types of pulmonary car- 
cinoma, both as to age and to average 
postoperative life expectancy. 

Of personal interest to me for some 
years has been the epidemiologic aspect of 
carcinoma of the lung. Families constantly 
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TABLE 5.—Relation of Tumor Type and Age Relation to Postoperative Survival 





Adenocarcinoma or 
Alveolar Cell 
Carcinoma 


(P. O. Life Exp.) 





(Age) 


(Age) 


Squamous Cell or 
Bronchogenic 
Carcinoma 


(P. O. Life Exp.) 


Oat Cell or 
Undifferentiated 


(Age) (P. O. Life Exp.) 





1952 60 8.1 mo. 


63 


9.0 mo. 52 2.6 mo. 





1953 49 50 mo. 


58 


7.0 mo. 54 3.4 mo. 





1954 55 8.2 mo. 


57 


4.0 mo. 53 2.7 mo 





1955 55 2.8 mo. 


58 


4.4 mo 52 2.7 mo. 





1956 2.3 mo. 


57 


2.9 mo. 64 1.6 mo. 








Average 4 5.2 


58 


5.5 mo. 55 2.6 mo. 





ask: “How long has the tumor been 
there?” and “Why didn’t the growth show 
on the survey film, the food handler’s 
roentgenogram or the routine physical ex- 
amination last year?” It is difficult to 
answer these questions without knowing 
the incubation period. Others have writ- 
ten about the “silent period” of carcinoma. 
Is this silent period influenced by extrinsic 
factors; e.g., smoking, inhalation of cold 
tar products, or industrial hazards? Pa- 
thologists might well aid the surgeons in 
carefully analyzing mucosa of the tracheal 
bronchial tree for any early carcinomatous 
changes in autopsy specimens, as related to 
clinical history. 

As we are unable to predict the develop- 
ment of carcinoma in any certain patient, 
one might predict that rubeola will develop 
in little Johnny within seven to fourteen 
days after exposure to little Mary, who has 
measles, the determination of an incuba- 
tion period is difficult. I have had an idea 
for some years of setting up an experiment 
by which I could observe, at regular inter- 
vals, men of a certain age with known 
habits. I could think of no better place 
than a penal institution, from which the 
“subjects” would be non-transferable for 
a predetermined period, Of this group I 
should accept men 40 to 60 years of age— 
the average age in this series being 55 
years—for careful pulmonary investiga- 


tion, including roentgen study, broncho- 
scopic study with aspiration specimens, 
and bronchographic study, combined with 
an exhaustive clinical history and a list of 
habits, e.g., smoking. Information de- 
rived from such an experiment could be 
invaluable in determining the incubation 
period of pulmonary carcinoma. 

In questioning new patients I try to de- 
termine accurately the duration of symp- 
toms. Naturally some patients are not as 
observant as others, and consequently 
their estimates may not be accurate, 





TABLE 6.—Duration and Incidence of Symptoms 
Commonly Associated with Pulmonary Carcinoma 





Duration, Incidence, 


Mo. 
5.2 
3 

3.3 
5.8 
4.6 
9.3 
5.2 
4.4 
4.4 
2.6 
7.3 





Cough 


Pain (thoracic) 








Dyspnea 





Loss of weight 





Wheezing 





Hemoptysis 





Fatigue 
“Flu” or “colds” 
Fluid 


Fever 














Pneumonia 
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though an average in a large series ac- 
quires some importance. 

In a routine history eleven symptoms 
are investigated. In this series cough was 
the most consistent of these symptoms, 
followed, in that order, by pain, dyspnea, 
loss of weight, wheezing, hemoptysis, fa- 
tigue, “flu” or “cold,” effusion, fever and 
“pneumonia.” 

It has been observed with interest for 
some years that a number of patients, 
when first examined, state that they had 
had a “cold,” “flu” or “pneumonia” six to 
nine weeks earlier, but in spite of treat- 
ment never quite recovered from the infec- 
tion. Not infrequently such a patient has 
carcinoma of the lungs. The ever-present 
“cigarette cough” is a feeble excuse some- 
times given for an important early bron- 
chial irritation due to carcinoma, especially 
if the pattern suddenly changes. The well- 
known adage “a persistent cough of four 
weeks’ duration that can’t be explained by 
a cold, etc., should be investigated” has 
considerable importance, particularly as 
applied to men 40 years old or more. 

Table 6 lists the duration and incidence 
of the typical symptoms of pulmonary car- 
cinoma. 

Eighty per cent of the patients in this 
series were male and 20 per cent female. 

We have attempted to procure early 
roentgenograms of patients with carci- 
noma. In some instances a yearly survey, 
with physical, diagnostic and incidental 
films, has given some indication as to the 
incubation period of pulmonary carcinoma. 
In 2 patients previously operated on for 
noncancerous conditions, carcinoma devel- 
oped in the same lung after intervals of 
nineteen and twenty-nine months respec- 
tively. Included in this paper are serial 
slides of patients with regular roentgeno- 
grams showing the slow growth of malig- 
nant processes, so-called “silent or dor- 
mant” lesions and the fulminating or 
rapidly growing lesions, 
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No specific common denominator could 
be found to predetermine which specific 
lesion was going to react in a given man- 
ner. Conveniently, the peripheral lesions 
—usually adenocarcinomas or alveolar cell 
carcinomas—could be observed roentgeno- 
graphically much more easily than could 
the hilar squamous cell lesions. In 1 case 
a routine roentgenogram of an intern 
taken in 1947 disclosed a lesion in the 
lower lobe of the right lung that remained 
dormant for six years. With practically 
no warning the lesion became active, and 
before definitive treatment could be insti- 
tuted the condition was inoperable. In my 
practice I have recommended that lesions 
which could not be accurately diagnosed 
clinically or roentgenographically should 
be explored surgically. In this specific 
case the patient was urged time and time 
again to consent to a diagnostic work-up, 
but he refused until the symptoms—wheez- 
ing, cough, dyspnea, etc.—became bother- 
some. 

In my experience, success in obtaining 
roentgenographic evidence of early carci- 
noma is dependent on the frequency with 
which the films of patients are taken. A 
series of such cases is presented here with 
the hope of establishing a time limit on the 
incubation period of pulmonary carcinoma. 
A more strictly regulated series as pre- 
described will help even more in determin- 
ing this important factor. 

I have accumulated 21 cases that form 
the basis of the following data. The case 
reports include only the salient points that 
indicate the time element. 


REPORT OF CASES 


CASE 1.—D. T., a white man 62 years old, 
owner of a coal mine, was first seen in July 
1948, with pulmonary emphysema. Pulmonary 
parasympathectomy was performed on June 
14, 1949, with good results. The patient’s 
last visit took place on Nov. 22, 1952. 
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Fig. 1 (Case 1).—See text. 


On February 16, 1955, he returned, com- 
plaining chiefly of shortness of breath, wheez- 
ing, cough and fatigue, of three weeks’ dura- 
tion. Roentgen examination revealed a mass 
in the upper lobe of the left lung. Broncho- 
scopic investigation on February 17 showed 
blockage of the bronchus of the same lobe. 
Thoracotomy was done on February 24, and 
the mass was revealed as inoperable. The 
diagnosis was undifferentiated squamous cell 
carcinoma. 

Comment.—A roentgenogram dated Oct. 
4, 1952, failed to reveal any evidence of 
tumefaction in the affected lobe or in the 
mediastinum. The patient was not seen 
again until Feb. 2, 1955, at which time a 
large mass was visualized, although symp- 
toms had been present for only three 
weeks. 


CASE 2.—A. W., a white woman aged 65, 
a clerk, was first seen on May 9, 1951, because 
of a lesion discovered on routine roentgen 
examination. There were no symptoms. Left 
upper lobectomy was performed on May 17. 
The diagnosis was alveolar cell carcinoma. 

On Jan. 14, 1953, there was a questionable 
lesion in the right second anterior intercostal 
space. On March 31, 1954, there was increased 
infiltration of the upper lobe of the right 
lung. On April 15, 1954, right upper lobectomy 
was done. The diagnosis was alveolar cell 
carcinoma. 

Comment.—This patient, a clerk in a 
local department store, had undergone an- 
nual physical examinations. Though the 


1950 film could not be located, it was re- 


ported as revealing no abnormality. A film 
taken on May 9, 1951, revealed a lesion of 
the upper lobe of the left lung, which was 
removed on May 17. On June 25, 1952, a 
small lesion appeared on the right side, 
which progressed until it was removed on 
April 15, 1954, a total of almost two years 
after its detection. Since this operation 
the patient had been “cured” up to the time 
the most recent film was taken (Jan. 16, 
1957). 

CASE 3.—R. K., a white housewife aged 32, 
was first seen on Aug. 22, 1951, with a diag- 
nosis of moderately advanced inactive pulmo- 
nary tuberculosis and a therapeutic pneumo- 
thorax (twenty months). On March 26, 1954, 
a right decortication, plus resection of the 
upper and middle lobes of the right lung, was 
performed. On April 8 a right corrective 
thoracoplasty was performed, with removal 
of the second through the sixth rib. 

On April 9, 1955, a small “fibrin ball’ was 
observed in the base of the right lung. On 
November 29 a right lower lobectomy was per- 
formed effecting a pneumonectomy. The diag- 
nosis was pleomorphic myxofibrosarcoma. 

Comment.—This patient was first exam- 
ined for tuberculosis. Approximately 
thirteen months after a decortication a 
shadow was seen in the base of the right 
lung that had not been present ten months 
earlier. This was diagnosed as a “fibrin 
ball” and observed for seven months, with 
no evidence of increase in size. 


CASE 4.—C. D., a white male physician aged 
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Fig. 3 (Case 3).—See text. 
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Fig. 4 (Case 4).—See text. 


41, was first seen on Dec. 3, 1951, with a 4 
cm. density in the lower lobe of the right 
lung. A review of roentgenograms taken in 
1947 at Mount Carmel Hospital revealed a 
similar shadow, with only a slight decrease 
in size. No change had taken place on May 
15, 1953. On November 30, however, there 
was an increase of illness, with cough, wheez- 
ing, and shortness of breath, and thoracotomy, 
performed on December 4, revealed an inop- 
erable mixed adenocarcinoma and squamous 
cell carcinoma. 

Comment.—Routine hospital roentgeno- 
grams taken in 1947 showed a lesion at the 


base of the right lung, similar to that ob- 


served on Dec. 3, 1951. Being considered 
benign, it was observed in the patient’s 
civilian and military life until Nov. 28, 
1953, at which time the shadow had in- 
creased in size and the disease had been 
causing symptoms for two weeks. 


CASE 5.—C. G., a white laborer 48 years old, 
was first seen on Jan. 31, 1953, with symptoms 
of five months’ duration. Roentgen examination 
revealed a mass in the left hilus. On Febru- 
ary 5 a left pneumonectomy was performed, 
plus ligation of a patent ductus arteriosus. 
The diagnosis was undifferentiated carcinoma. 
A corrective thoracoplasty was done on April 


Fig. 5 (Case 5).—See text. 
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Fig. 6 (Case 6).—See text. 


Fig. 7 (Case 7).—See text. 


8, with removal of the second through the 
sixth rib. 

Comment.—aA survey film, 33mm., dated 
September 1951, revealed no abnormality. 
The next film, taken on January 1, 1953, 
revealed a large shadow in the left hilus. 

CASE 6.—J. K., a white railroad foreman 
aged 53 was first seen on Aug. 18, 1952, com- 
plaining of cough and loss of weight dating 
back three months. Roentgen examination 
revealed a mass in the right lung. September 
17 a right thoracotomy was performed and 
an inoperable tumor observed. The diagno- 
sis was oat cell carcinoma. 

Comment.—On reading the roentgeno- 
grams taken on March 30, 1951, the diag- 


nosis could not have been made; even sev- 
enteen months later there was only a slight 
increase in right hilar density. This tu- 
mor then progressed rapidly until it 
reached the status of Nov. 12, 1952. 


CASE 7.—L. O., a man aged 42, an air con- 
ditioning engineer, was first seen on Nov. 22, 
1952, complaining chiefly of “pneumonia.” He 
had been in good health until September 23, 
when stretching himself after luncheon was 
followed by thoracic pain, chill and fever 
(temperature 104 F.). He was hospitalized 
for nine days. Bronchoscopic study during 
that time revealed no abnormality; broncho- 
grams showed slight irregularities in the up- 
per lobe of the right lung. 
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The patient returned on July 18, 1955. 
Roentgen examination revealed an area of 
density in the upper lobe of the right lung. 
Thoracotomy was performed on July 23, with 
a palliative right upper lobectomy and thora- 
coplasty. The diagnosis was undifferentiated 
carcinoma. 

Comment.—A fairly thorough workup, 
including bronchoscopic and_ broncho- 
graphic studies, was done in 1952, but no 
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diagnosis of tumor could be made. Almost 
three years later there was little question 
as to the presence of tumor in the upper 
lobe of the right lung. 

CASE 8.—A. J., a Negro laborer aged 35, 
was first seen on May 7, 1953, with a metastat- 
ic tumor of the brain (recurrent). He had 
undergone craniotomy on April 30, 1952, for 
metastatic carcinoma. Bronchoscopic study 
on May 8, 1953, revealed tumor cells. There 
was an incidental hiatus hernia. Left thora- 
cotomy was performed on June 4, and the 
tumor was inoperable. The diagnosis was 
adenocarcinoma. 

Comment. — Although the roentgeno- 
gram taken on April 30, 1952, has not yet 
been relocated, it revealed a small shadow 
behind the cardiac silhouette, which un- 
doubtedly progressed to the status ob- 
served on May 8, 1953. 

CASE 9.—R. W., a Negro 49 years old, a 
cook, was first seen on Aug. 26, 1953. He had 
had a hilar shadow for five years. No specific 
diagnosis had been made at any other hospi- 
tal. Left pneumonectomy was performed on 
August 31. The diagnosis was squamous cell 
carcinoma of the lower lobe of the left lung. 

Comment.—The presence of a _ hilar 
shadow five years prior to the patient’s ap- 
pearance at this hospital depends on the 


Fig. 9 (Case 9).—See text. 
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Fig. 10 (Case 10).—See text. 


Fig. 11 (Case 11).—See text. 


history, as no films were available from 
dates earlier than May 23, 1953. The case 
was worked up at another clinic, where no 
definite diagnosis was made. On Aug. 24, 
1953, the possible diagnosis of carcinoma 
was prompted by the appearance of a fluid 
level. 


CASE 10.—J. McP., a white woman aged 49, 
a clerk, was first seen on Aug. 24, 1954, com- 
plaining chiefly of hemoptysis of four months’ 
duration, plus pain in the back, and she had 
undergone radium treatment in 1951 for car- 
cinoma of the uterine cervix, roentgen -treat- 
ment in May 1954 for a mass in the left side 
of the thorax, and hysterectomy in 1954. Left 
upper lobotomy was done on August 27. The 


diagnosis was squamous cell carcinoma, Grade 
3. On November 3 there was slight hemopty- 
sis. On April 21, 1956, slight hemoptysis was 
still present, with a roentgen shadow in the 
upper left portion of the thorax. 

Comment.—A roentgen picture that was 
normal on April 4, 1952, was complicated 
on August 25, 1954, by a new shadow in 
the left lung. About two years after re- 
section another shadow was noted. 

CASE 11.—C. C., a white farmer aged 74, 
was first seen on Sept. 18, 1954, complaining 
chiefly of cough, thoracic pain and loss of 36 
pounds (16.3 Kg.) of weight in the past four 
months. In July 1952 he had had “pneu- 
monia,” with effusion, and had been hospital- 
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Fig. 18 (Case 13).—See text. 
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ized for ten days and treated by thoracenteses. 
Productive coughing and hemoptysis had per- 
sisted from that time. Bronchoscopic study 
on September 22 revealed carcinoma cells. The 
patient was readmitted, and thoracotomy was 
done on October 12, with a palliative right 
pneumonectomy. The diagnosis was inoper- 
able undifferentiated squamous cell carcinoma. 


Comment. — No roentgenograms taken 
between July 5, 1952, and Sept. 18, 1954, 
are available to demonstrate complete 
clearing of the process, though the 
patient’s family physician stated that it 
did clear fluoroscopically. A recurrence of 
density in the same area proved fatal. 


CASE 12.—A. P., a lead man in aviation 
aged 29, was first seen on Jan. 12, 1955, com- 
plaining of cough, pleurisy, hemoptysis and 
fatigue since Nov. 1, 1954. The family history 
revealed a brother with pulmonary tuberculo- 
sis. Bronchoscopic study on January 13 re- 
vealed no abnormality. Right thoracotomy 
was done on January 17, and an inoperable 
tumor was observed. The diagnosis was oat 
cell carcinoma. High voltage roentgen ther- 
apy was administered and resulted in some 
reduction of the size of the shadow. 


Comment.—A survey film dated July 7, 
1952, revealed no parenchymal disease. A 
repeat survey film taken on Nov. 8, 1954, 
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showed an area of density in the right 
lower part of the chest, due mostly to 
pleural effusion. Since the patient’s brother 
was under treatment for tuberculosis, a 
tentative diagnosis of tuberculosis was 
made. Films dated Dec. 1, 1954, and Jan. 
3, 1955, show a continued increase of the 
process in the right hilus, anterior to the 
trachea. 

CASE 13.—H. J., a man aged 58, a laundry 
superintendent at a state hospital, was first 
seen on Feb. 8, 1955, complaining chiefly of a 
cough of two years’ duration. There were few 
other symptoms. Roentgen examination show- 
ed an area of density in the left lung. Bron- 
choscopic study revealed no abnormality. Left 
pneumonectomy was performed on February 
14, the diagnosis was squamous cell carcinoma. 


Comment.—Routine thoracic roentgeno- 
grams taken at frequent intervals up to 
May 8, 1953, revealed no abnormality. 
Three months later, on August 17, a def- 
inite mass was visualized in the upper lobe 
of the left lung. The shadow progressed 
roentgenographically until operation was 
performed on February 14. The presence 
of tuberculosis had been suspected. 


CASE 14.—E. B., a Negro contractor aged 
38, was first seen on March 5, 1955, complain- 


Fig. 14 (Case 14).—See text. 
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Fig. 15 (Case 15).—See text. 


ing chiefly of pain, shortness of breath, cough 
and sputum. Roentgen examination revealed 
a preexistent cyst with a new fluid level. 
Right thoracotomy was performed on March 
7, with a cystectomy, but the condition was 


inoperable from the standpoint of resection. 
The diagnosis was undifferentiated carcinoma. 
On April 3, metastasis to the neck was 
observed. 


Comment.— A routine thoracic roent- 
genogram taken on Aug. 12, 1952, revealed 
a large pulmonary cyst in the apex of the 
right lung, with no symptoms, In Feb- 
ruary 1955 the symptoms began, and the 
impression was that of an infected cyst 
following the roentgen examination of 
Feb. 28, 1955. Unfortunately the condi- 
tion was inoperable. 


CASE 15.—V. P., a white housewife aged 44 
was first seen on March 18, 1955. She stated 
that in 1951 a roentgenogram had revealed a 
lesion in the upper lobe of the left lung, which 
a local physician had assured her was of no 
consequence. Symptoms appeared in June 
1954, and roentgen examination revealed a 
lesion the size of an orange. In July 1954 the 
patient was sent to another hospital, where 
bronchoscopic examination revealed no abnor- 
mality. A bronchogram showed obstruction 
of the upper lobe of the left lung, due to a 
mass with isolated infiltration in the second 


and third intercostal spaces. A diagnosis of 
pneumonitis was made. Bronchoscopic study 
on March 19 showed no tumor cells. Left 
thoracotomy was performed on March 28, with 
a palliative left upper lobectomy. The diagno- 


sis was alveolar cell carcinoma. 


Comment.—I was unable to locate the 
1951 roentgenogram that presumably 
showed the process in the upper lobe of the 
right lung, where on July 8, 1954, definite 
infiltration was observed. No definite 
treatment had been undertaken, since the 
diagnosis was pneumonitis. The condition 
had therefore progressed to the point of 
inoperability. 


CASE 16.—F. E., a filling station operator 
aged 66, was first seen on March 14, 1955. He 
had undergone an operation at another hospi- 
tal in August 1953 for a syndrome involving 
the middle lobe of the right lung and had com- 
plained of cough, hemoptysis and atelectasis. 
The pathologic diagnosis was bronchitis, pneu- 
monitis and atelectasis. The patient had never 
felt well since, and the cough and hemoptysis 
had persisted. 

Bronchoscopic examination on March 15, 
1955, showed obstruction of the bronchus of 
the lower lobe of the right lung; a biopsy 
showed squamous cell carcinoma, Grade III. 
A left thoracotomy, performed on March 17, 
showed the lesion to be inoperable. 
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Comment.—During a workup at another 
hospital in August 1953 a syndrome in- 
volving the middle lobe of the right lung 
was observed. On March 11, 1955, hilar 
accentuation, accompanied by symptoms, 
revealed a malignant process. 


CASE 17.—C. F., a man aged 72, retired, was 
first seen on Nov. 28, 1955, complaining of 
hemoptysis, sputum, and shortness of breath 
of five months’ duration. A survey film taken 
with a mobile unit on July 22 was reported as 
showing a questionable shadow. Bronchoscopic 
examination on November 29 revealed a tumor 
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of the bronchus of the lower lobe of the left 


lung; biopsy revealed carcinoma cells. Thora- 


cotomy was performed on December 2, and 
the condition proved inoperable. The diagno- 


sis was oat cell carcinoma. 

Comment.—A survey film dated July 22, 
1955, showed slight hilar density on the 
left. In the ensuing four months the con- 
dition progressed to inoperability. 

CASE 18.—L. A., a white deputy auditor 
aged 59, was first seen on Feb. 1, 1956, com- 


plaining chiefly of pain in the left lower part 
of the chest. Bronchoscopic examination on 


Fig. 16 (Case 16).—See text. 
4838 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


OCTOBER, 1957 


Fig. 17 (Case 17).—See text. 


Fig. 18 (Case 18).—See text. 


February 2 revealed no abnormality. On 
February 4 a biopsy of the eighth rib on the 
left showed alveolar cell carcinoma, metastatic 
to the ribs. 

Comment.—Persistent pain in the left 
side of the chest, with no roentgenographic 
explanation on earlier films, e.g., that 
taken on Nov. 30, 1955, finally resulted in 
roentgen visualization on Feb. 3, 1956, 


The primary 


with erosion of the ribs. 
source was pulmonary. 


CASE 19.—P. D., a white painter aged 36, 
was first seen on April 9, 1956, complaining 
of pain in the right side of the chest and loss 
of weight. A film taken on March 8 at another 
hospital had been considered normal. Bron- 
choscopic study on April 10 revealed no abnor- 
mality; bronchograms showed obstruction of 





VOL. XXVIII, NO. 4 


LAWLESS: BRONCHIAL CARCINOMA 


Fig. 19 (Case 19).—See text. 


the apical segment of the lower lobe of the 
right lung. On April 23, right pneumonectomy 
was performed (with difficulty in cross-match- 
ing blood). The diagnosis was squamous cell 
carcinoma, Grade III, with metastasis to one 
lymph node. 

Comment. — Typical symptoms were 


demonstrated in March 1956, but films 
dated March 8 were “considered nor- 
mal.” (!) One month later the answer was 
quite evident, as extension had occurred, 


with early definitive treatment. 


CASE 20.—E. R., a white equipment special- 
ist aged 40, was first seen on Dec. 11, 1956, 
complaining of cough, loss of weight and 
pleural effusion of three weeks’ duration. 
Bronchoscopic study on December 12 revealed 
a tumor of the right common bronchus; biopsy 
showed carcinoma cells. At thoracotomy, per- 
formed on December 17, the tumor was seen 
to be inoperable. The diagnosis was undiffer- 
entiated squamous cell carcinoma. 
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Comment.—Another survey film (May 
7, 1956) had unfortunately been inter- 
preted as normal, with a visible lesion 
recognizable in retrospect. The condition 
progressed to inoperability in seven 
months. 


CASE 21.—W. K., a white grocer aged 69, 
was first seen on Feb. 28, 1957, complaining 
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chiefly of cough and shortness of breath. He 
had had a “cold,” with no relief, since Dec. 
10, 1956. He had had coronary disease in 
1958 and tumors of the bladder in 1955. A 
roentgenogram taken on Jan. 21, 1957, had 
revealed effusion in the right side of the chest 
and a mass in the same area, with deviation 
of the esophagus to the left. Bronchoscopic 
study and biopsy of the lymph nodes on March 
1 revealed oat cell carcinoma of the lung. 


Fig. 20 (Case 20).—See text. 


Fig. 21 (Case 21).—See text. 
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TABLE 7.—Variation in Time Element 





Interval, 


Patient’s 
Months 


Name Age Negative 
62 Undifferentiated 1/22/52 
65 Alveolar 5/50 


Positive Operation 


2/16/55 28 

5/5/51 12 ~——«5/17/51 
4/15/54 
11/29/55. ‘Right lower lobectomy 
12/4/53. abl 
2/5/53 
9/17/52 
2/23/55 


Type of Tumor 


2/29/55 ¥ “Inoperable 


Left upper lo lobectomy 











__ Right upper r lobectomy 
4/9/55 7 


11/30/58 12+ 





9/3/54 
41 Adeno. & Squamous Pre. 1947 
49 Undifferentiated 9/51 

53 Oat cell 3/20/51 
42 Undifferentiated 11/22/52 


82 Myxofibrosarcoma 





"Inoperable 


Left pneumonectomy 


1/31/53 16 


8/13/52 17 
7/18/55 32 





_Inopera able 








Right upper lobectomy 
(palliative) — 


Tnoper able 





Pre. 4/30/52 5/7/53 12+ 6/4/53 
Pre. 5/22/53 8/26/53 38+ 8/31/53 
49 Squamous 4/4/52 5/54 8/27/54 


74 Undifferentiated 7/52 9/54 10/12/54 Right pneumonectomy 
(palliative) 


85 Adenocarcinoma 





49 Squamous Left pneumonectomy 





Left upper lobectomy 








1/17/55 
2/14/55 
3/7/55 

3/28/55 


7/21/52 Inoperable 
5/18/53 
8/12/52 


Pre. 1951 


11/8/54 

8/17/53 3 
2/28/55 30 
7/8/54 36 


29 = Oat cell 

58 Squamous 

38 Undifferentiated 
44 Alveolar 





Left pneumonectomy 





Inoperable 





Left upper lobectomy 
(palliative) 





3/12/55 
12/2/55 
2/4/56 
4/23/56 
12/17/56 Inoperable 
3/1/57 


66 Squamous 8/53 3/14/55 19 Inoperable 
70 Oat cell Pre. 7/22/55 11/28/55 4+ 
59 Alveolar 11/30/55 2/3/56 3 
36 Squamous 3/8/56 4/9/56 1 
40 Undifferentiated Pre. 5/7/56 5/7/56 i+ 


69 Oat cell 2/14/55 1/21/57 23 





Inoperable 





__ Inoperable 


Right pneumonectomy 











Inoperable 





Comment.—Again in retrospect, films 
taken on Feb. 14, 1955 showed a question- 
able lesion behind the cardiac silhouette on 
the right, which two years later became an 
inoperable mass with involvement of the 
entire mediastinum. 





TABLE 8.—Time Interval for Specific Types, Mo. 





Adenocarcinoma 29 





Oat cell carcinoma 21 





Squamous cell carcinoma 20 





In analyzing these cases one finds a vari- 
able time element between supposedly 
“negative” roentgenograms and_ those 
showing tumefactions (Table 7). 

The average interval for the 21 cases 
was nineteen months plus—the plus result- 
ing from the fact that in 6 cases no films 
could be obtained before demonstrable 
tumor was present. The range was from 
one month to more than seventy-two 
months. 

A breakdown of specific types is pre- 
sented in Table 8. 
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The variation of the average is due to 
the inclusion of Case 4 in two categories— 
adenocarcinomas and squamous cell carci- 
nomas. 


GENERAL COMMENT 


Without attempting to diagnose pulmo- 
nary carcinoma with “incubation periods” 
of three months or less, one has an inter- 
val of twelve to eighteen months in which 
definitive treatment might be instituted. 
No specific factor, whether type, age or 
symptoms, seems to influence the incuba- 
tion period. Theories as to the cause of 
carcinoma may one day be the deciding 
factors as to prognosis. If, perchance, an 


intracellular chemical change of undeter- 
mined cause should prove to be the cause 
of carcinomatous change, treatment might 
be directed toward a prophylactic rather 
than a therapeutic approach. 

The increased use of survey and routine 
roentgenograms certainly aids in early di- 


agnosis. Perhaps more important, how- 
ever, is the stimulation that both the gen- 
eral populace and the medical profession 
are experiencing in considering whether a 
saturation point will be reached soon or 
whether this disease will continue to in- 
crease in relative and actual values. 

Statistically, if surgeons advise their 
adult male patients as well as the general 
populace to have thoracic roentgenograms 
taken at least once a year, they will be 
making a great stride toward diagnosing 
this devastating disease early enough to ef- 
fect a cure by surgical excision. 


SUMMARY 


The incidence of bronchogenic carci- 
noma is increasing in absolute figures as 
well as in proportion to carcinoma in all 
other sites. Its mortality rate is still ex- 
ceedingly high. Its resectability rate is 
still low, principally owing to delay in 
early diagnosis. 
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The average age of patients prone to 
“acquire” bronchogenic carcinoma is 56. 

The average survival in months after 
thoracotomy varies from seven and nine- 
tenths months in the five-year patients to 
two and seven-tenths months in last year’s 
patients. Adenocarcinoma and squamous 
cell carcinomas carry a similar postopera- 
tive life expectancy, while oat cell carci- 
nomas have a poorer prognosis. 

The incubation period of bronchogenic 
carcinoma is variable, having a roentgeno- 
logic range of one to seventy-two months, 
with an average of nineteen months, and 
the onset of symptoms ranges from one 
day to nine months, with an average of five 
months. The roentgenologic range, how- 
ever, is not completely accurate, since it 
does not demonstrate exactly the date of 
first appearance of the tumefaction. The 
authors have, however, shown a period 
during which the carcinoma became evi- 
dent, thus obtaining a working basis on 
which to advise their patients to have a 
thoracic roentgenogram taken at least once 
a year, or at shorter intervals should symp- 
toms occur. 


ZUSAMMENFASSUNG 


Die Haeufigkeit des Bronchialkarzinoms 
befindet sich sowohl absolut als auch im 
Verhaeltnis zu Krebsen aller anderen 
Koerpergebiete im Aufstieg. Die Ster- 
blichkeitsziffer ist noch immer ausserge- 
woehnlich hoch. 

Die Quote der Resektabilitaet ist noch 
immer gering, was hauptsaechlich auf eine 
zu spaete Diagnose zurueckzufuehren ist. 
Das Durchschnittsalter, in dem Patienten 
einen Bronchialkrebs “erwerben,” ist 56 
Jahre. 

Die durchschnittliche Ueberlebensdauer 
nach der Thorakotomie betraegt bei den 
Kranken, die vor 5 Jahren zur Beobach- 
tung kamen, sieben und neunzehntel Mo- 
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nate, bei den Kranken des letzten Jahres 
zwei und siebenzehntel Monate. 

Die Ueberlebensdauer nach der Opera- 
tion ist bei den Adenokarzinomen und 
Schuppenzellkarzinomen etwa die gleiche, 
waehrend die Prognose bei Haferzellkar- 
zionem schlechter ist. 

Die Inkubationszeit des Bronchialkreb- 
ses ist wechselnd; roentgenologisch be- 
steht ein Spielraum von einem bis zweiund- 
siebzig Monaten mit einem Durchschnitt 
von neunzehn Monaten; vom Standpunkte 
des Einsetzens der Krankheitserscheinun- 
gen schwankt die Inkubationszeit swi- 
schen einem Tag und neun Monaten mit 
einem Durchschnitt von fuenf Monaten. 
Der roentgenologische Spielraum laesst 
sich allerdings nicht genau bestimmen, 
weil das Roentgenbild keinen genauen 
Zeitpunkt der Geschwulstentstehung er- 
kennen laesst. 

Die Verfasser haben jedoch gezeigt, 
dass es eine Zeitspanne gibt, in der das 
Karzinom sichtbar wird, und haben auf 
diese Weise eine Arbeitsgrundlage ge- 
schaffen, von der aus sie ihren Kranken 
raten, mindestens einmal im Jahre und, 
falls Krankheitserscheinungen auftreten, 
in kuerzeren Zeitabstaenden eine Roent- 
genaufnahme der Brust anfertigen zu 
lassen. 


SUMARIO 


A incidéncia do carcinoma broncogénico 
esta aumentando em figuras absolutas bem 
como em relacéo ao carcinoma em todas 
as outras localizacées. A cifra de mortali- 
dade é ainda excessivamente alta. A cifra 
de ressectabilidade é ainda baixa devido a 
falta de diagndéstico precoce. A _ idade 
media dos pac‘entes a adquirir carcinoma 
broncogenico é de 56 anos. Em media a 
sobrevida em méses apods a toracotomia 
varia de sete e nove décimos de més, em 
pacientes de ha cinco anos, a dois e 7 dé- 
cimos de més nos pacientes do ano passado. 


489 


LAWLESS: BRONCHIAL CARCINOMA 

Adenocarcinoma e carcinomas de celulas 
escamosas tem uma duracao de vida post- 
operatoria similar, enquanto carcinomas 
de celulas granulosas tem um prognostico 
mais sombrio. O periodo de incubacaéo do 
carcinoma broncogénico é variavel, tendo 
uma variacao roentgenologica de um a 
setenta e dois méses, com uma média de 
dezenove méses, e a aparicao de sintomas 
varia de um dia a nove méses com uma 
média de cinco méses. A roentgenologia 
entretanto nao é acurada de vez que nao 
demonstra exatamente a data em que apa- 
rece a tumefacéo. Os autores no entanto 
demonstraram um periodo durante o qual 
0 carcinoma tornou-se evidente, obtendo 
assim uma base de trabalho sobre a qual 
aconselham seus pacientes a um exame 
roentgen toracico ao menos uma vez por 
ano, ou a menores intervalos, no caso de 
aparecimento de sintomas. 


RESUME 


La fréquence du carcinome bronchogéne 
est en augmentation constante par rap- 


port au carcinome d’autres organes. Son 
taux de mortalité est excessivement élevé. 

Les possibilités de résection sont mini- 
mes, principalement en raison du diag- 
nostic tardif. 

L’Age moyen des malades susceptibles 
d’étre atteints d’un carcinome broncho- 
géne est de 56 ans. 

La survie moyenne aprés thoracotomie 
varie entre 7 mois 9/10 dans les cing 
derniéres années. et 2 mois 7/10 pour les 
patients de |’année derniére. 

L’adénocarcinome et le carcinome a 
cellules squameuses présentent une durée 
de survie post-opératoire similaire. 

La période d’incubation est variable; 
selon les études radiologiques elle est de 
1 4 72 mois, avec une moyenne de 19 mois. 
Le développement des symptomes s’étend 
de | jour a 9 mois, avec une moyenne de 
5 mois. Les constatations radiologiques ne 
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sauraient cependant étre tout a fait ex- 
actes puisqu’elles n’indiquent pas avec pré- 
cision la date de la premiére apparition de 
la tumeur. Mais les auteurs ont réussi a 
montrer une période durant laquelle le 
carcinome s’est révélé, obtenant ainsi une 
base de travail leur permettant de conseil- 
ler a leurs patients des examens radio- 
logiques de la cage thoracique au moins 
une fois par an, et a des intervalles plus 
rapprochés en cas d’apparition de symp- 
tomes. 


RIASSUNTO 


Il numero dei carcinomi broncogenici 
aumenta sia in senso assoluto sia in rap- 
porto ai carcinomi di tutte le altre localiz- 
zazioni. La sua mortalita é ancora molto 
elevata, mentre le sue possibilita di aspor- 
tazione radicale sono ancora scarse, sopra- 
tutto in rapporto al ritardo nella diagnosi. 
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La eta media di comparsa é attorno ai 
56 anni. La media di sopravvivenza dopo 
la toracotomia si calcola fra i 7 e i 9-10 
mesi. Gli adenocarcinomi e i carcinomi a 
epitelio pavimentoso hanno circa la stessa 
prognosi, mentre quelli a cellule indiffe- 
renziate ne hanno una peggiore. 


Il periodo di latenza del carcinoma bron- 
cogeno é variabile fra | e 72 mesi dal punto 
di vista radiologico (media 19 mesi) e fra 
1 e 9 mesi dal punto di vista sintomatolo- 
gico (media 5 mesi). La media radiolo- 
gica, tuttavia, non é esatta poiché non é 
sempre possibile stabilire la data della 
comparsa dell’ombra. Gli autori, pero, 
hanno dimostrato che vi é@ un periodo 
durante il quale il tumore diviene evidente, 
e su questa base consigliano i loro malati 
ad eseguire un esame radiologico almeno 
una volta all’anno, o anche pili spesso se vi 
siano disturbi. 


Misfortunes one can endure, they come from outside, they are accidents. But to 


suffer for one’s faults—ah! there is the sting of life. 


Anyone can sympathize with the sufferings of a friend, but it requires a very 


fine nature to sympathize with a friend’s success. 


A map of the world that does not include Utopia is not worth glancing at. 


—Wilde 
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Surgery in Ancient Egypt 


young science. The first chair was in- 

stituted in 1892 at the Collége de 
France in Paris, and was held by Cham- 
pollion, the decipherer of the hieroglyphic 
script. Since that time tremendous ad- 
vances have been made, and numerous 
events—in particular, the discovery and 
interpretation of ancient Egyptian docu- 
ments—have served to afford us some in- 
sight into the state of medicine in those 
far-off days. 

One is often struck by the fact that less 
importance is attached to the status of 
medicine in ancient Egypt than to the art 
of healing as practiced among the Greeks. 
Why should this be? 

Language and writing, of course, are 
the sine qua non for maintenance and 
transmission of the cultural achievements 
of a people. But whereas, in the case of 
the Greeks, both elements—speech and 
script—survived as international means of 
communication in the world of science 
right on into the Middle Ages and, in some 
parts, even beyond, the language of an- 
cient Egypt soon fell into oblivion and re- 
mained forgotten until, in 1822, Champol- 
lion brought it to light once more with 
the discovery of the Rosetta stone. Apart 
from this, it is only comparatively recently 
that archeologists, by dint of numerous ex- 
cavations, have afforded us some insight 
into ancient Egyptian culture, provided 
us with some idea of the conditions under 
which people lived at that time, and shown 
us something of the astoundingly high 


Fe sor wisn is still a comparatively 


state of medical knowledge that existed 
there long before Hippocrates’ time. 

The oldest known medical document, a 
papyrus found in Kahun, goes back to the 
year 1900 B.C. and reveals the existence 
of a considerable standard of culture even 
then. Ebbell and others have concluded 
that a long period of development must 
have preceded this document, and that this 
period must reach back at least as far 
as 3000 B.C. Everything suggests, con- 
cluded Ebbell, that “the science of medi- 
cine had its origins in the Nile Valley.” 
Many authorities even go so far as to ques- 
tion the autochthonous character of Hippo- 
cratic medicine, regarding it rather as a 
continuation of the Egyptian school. 

The belief that Egypt ranks as the home 
of the healing art is borne out by the ob- 
servations of modern investigators, ac- 
cording to whom ancient Egyptian medi- 
cine exhibited “with scarcely a trace of 
infancy, an unparallelled stage of evolu- 
tion . . . compared with other countries” 
(Hurry) and “constituted from the very 
beginning a system several thousand years 
in advance of the rest of human society” 
(Foucart). 

The question clearly arises: What had 
the art of healing in Egypt actually 
achieved at the dawn of history? What 
authentic proofs have we with regard to 
that time? Apart from drawings, tools, 
and instruments found with mummies and 
human remains in ancient crypts and tem- 
ples, the most important sources of in- 
formation are undoubtedly the medical pa- 
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pyri. They originally belonged to the 
thirty-two “hermetic” books dedicated to 
Thoth, god of the moon and patron of the 
art of writing; the papyri were kept in the 
temples and carried on high during reli- 
gious processions. All of these books, six 
of which are said to have contained medi- 
cal drawings, have been lost. It would 
seem, however, that they were copied first, 
at least in part; and it is assumed that the 
six medical papyri in hieratic script still 
preserved do in fact contain some excerpts 
from them. 


As has been mentioned, the oldest of 
these is the Kahun papyrus, believed to 
date from about 1900 B.C., which was dis- 
covered by Sir Flinders Petris in 1889. 
It consists of three pages only and deals 
with the treatment of vaginal and uterine 
disorders; also with methods of ascertain- 
ing whether or not pregnancy has occurred 
and determining the sex of the unborn 
child. 


The papyrus purchased in Luxor in 
1882 by Edwin Smith, and named for him, 
is a treatise on traumatic surgery. It dates 
from the seventeenth century B.C. 


It was also in 1882, that Prof. George 
Ebers discovered a medical papyrus in a 
tomb at Thebes, dating from about 1500 
B.C. This papyrus is complete and in 
good condition. It is the longest of the 
six papyri and is a compilation of works 
from various branches of medicine. 


Related in content to the Ebers papyrus 
are two papyri of more recent date, the 
Hearst papyrus, consisting of 18 columns, 
written in the fourteenth century B.C. 
and discovered in Upper Egypt in 1899, 
and the so-called Berlin papyrus, dating 
from 1450 B.C., which in fact includes 
two separate works. The second of these 
is particularly interesting as constituting 
what is probably the oldest known work 
on pediatrics. Jt contains, apart from the 
therapeutic instructions, prescriptions and 


OCTOBER, 1957 


incantations for the protection of moth- 
ers and their children. 


Finally there is the London papyrus, 
dating from around 1350 B.C. This is 
in a fragmentary condition. It contains 
some prescriptions, but, consisting as it 
does chiefly of incantations against dif- 
ferent diseases, scarcely deserves the ad- 
jective “medical.” 


Surveying these papyri as a whole; one 
is astounded to find so much specializa- 
tion at so early an age—evidence of the 
high degree of evolution attained by an- 
cient Egyptian medicine. At that time, 
three types of medical men were already 
recognized : 


1. Physicians (Swnw), those using 


drugs and remedies 


. Surgeons, otherwise known as the 
“Priests of Sekhmet” (the _lion- 
headed goddess, who was thought 
to be the mother of Imhotep) 


. Sorcerers or exorcists (S;W), who 
made use of spells, incantations and 
the like. 


There is evidence that specialization had 
indeed already gone a very long way. In 
1927, Junker discovered at Gizeh the tomb 
of the Head of the Court Physicians, Irj, 
who bore the titles “palace eye physician,” 
“Physician of the belly,” and “guardian 
of the anus.” There was even a “palace 
dentist,” whose skill is amply evidenced 
by a mandible from the fourth Dynasty, 
which shows two holes drilled, presum- 
ably in order to drain an alveolar abscess. 
Traces of a similar operation, inciden- 
tally, are visible on the jaw of Amenophis 
III, the father of Ikhnaton, in the Cairo 
Museum. Herodotus regarded specializa- 
tion as a typical feature of ancient Egyp- 
tian medicine. “The art of medicine is 
so divided that each physician deals with 
one disease only. All places abound in 
physicians—some for the eves, some for 
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the head, some for the teeth, others for 
the intestines, and others still for the 
treatment of internal disorders.” 

It may be noted here that the use of 
spells as part of the healing art is not an 
indication that ancient Egyptian medicine 
consisted essentially of superstition and 
magic. As a matter of fact, spells and 
incantations were used only in such cir- 
cumstances as, in my opinion, were aptly 
justified. Surgeons (according to the Ed- 
win Smith papyrus) did not use spells, 
except perhaps in one case, and there is 
every evidence that this case has found 
unlawful entrance, so to speak, into this 
treatise. 

Physicians, accorcing to Ebers’ papyrus, 
mentioned spells and incantations in only 
two types of situation. At the beginning 
of Ebers’ papyrus three spells are pre- 
sented, to be recited on applying a remedy, 
loosening a bandage or drinking medicine. 
These were not intended to replace the 
ordinary remedy but to support it. They 
are prayers to intensify the healing vir- 
tue of the remedy. Even now it is the 
custom of the Egyptians to toast medi- 
cines for “good health.” Undoubtedly, at 
that time, faith in the effect of the rem- 
edy greatly contributed to its power of 
healing. 

The other situation in which spells were 
used was that in which the physician 
found himself helpless and had to do some- 
thing to comfort his patient. Jn cases of 
burns (and everyone knows how hopeless 
extensive burns were until recent years) 
the physician recites how the Goddess 
Tsis came to the assistance of her son 
Horus when he had been burned. There 
is no evidence that the physician supposed 
burning was due to demons; he must have 
seen many persons catching fire. Nor did 
he believe that his spells cured them, be- 
cause he must have seen many die in spite 
of his incantations. He simply acted in 
view of the psychic effect on a patient 
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dying in agony, who believed in Isis and 
hoped that she would come to his rescue. 

In this respect, as Hurry has remarked, 
“Magic may be as useful in therapeutics as 
opium, castor oil or any other drug. In- 
deed, through its powers of suggestion, 
magic has achieved many remarkable 
cures. In its broadest aspect medicine 
includes everything that is done to relieve 
misery.” 

Medical practice was held in high es- 
teem and considered such an honorable 
profession that it attracted the Kings of 
Egypt. According to Manetho, King Atho- 
thia of the first dynasty (Mena’s son) 
practiced medicine and wrote anatomic 
books. King Zozer was called ‘‘the Healer.” 
And if his Vizier, Imhotep, who was at 
one and the same time architect, chief lec- 
tor priest, sage and scribe, astronomer, 
magician and physician, was subsequently 
raised to the rank of full deity and came 
to be regarded as the Aesculapius of 
Egypt, it was to his medical skill that he 
owed this honor. 

Among the various items bearing testi- 
mony to the existence of specialization in 
ancient Egyptian medicine, the most im- 
pressive are the Ebers papyrus and the 
Edwin Smith papyrus. Both rank among 
the oldest medical documents known and 


Fig. 1—Mandible with evidence of drilling for an 
alveolar abscess. 
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IF THOU EXAMINEST A MAN HAVING BULGING TUMORS 
ON HIS BREAST... LARGE SPREAONG AND HARD TOUCHING LIKE GREEN 
FRUT,.. AN AILMENT WITH WHICH | WILL CONTEND. THERE IS NO 
WERDEN AN EGYPTIAN SUREON 3000 B.C. 
CASE 45 ED, SMITH PAPYRUS 


Fig. 2.—Description of a case of carcinoma of the 
breast. 


contain the largest number of practical 
instructions. 


The Ebers papyrus, today preserved in 


the library of Leipzig University, is 20 
meters long and 30 centimeters wide. The 
text covers 110 columns, each consisting of 
20 to 23 lines. It was written, as has been 
stated, about 1500 B.C., but there are signs 
that it is a compilation of excerpts from 
various works many centuries older. 


In addition to the actual text, great in- 
terest attaches to the marginal notes. En- 
tered in a different hand, these afford good 
evidence of the critical faculties of the 
physicians of that time, It can be seen, 
for instance, how one user of the papyrus 
amended inaccuracies in the light of his 
own experience, or noted the efficacy or 
otherwise of various therapeutic sugges- 
tions contained in the text, with such re- 
marks as “Good” or “Excellent! Have often 
used it.” 


The Ebers papyrus is divided into nine 
separate sections, dealing respectively with 
the following subjects: Incantations to 
precede treatment, to enhance the virtue 
of the remedy; internal medicine; ocular 
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diseases; cutaneous diseases of the ex- 
tremities; orthopedics; diseases of the 
head (tongue, teeth, nose and ears*) ; the 
diseases of women; anatomic, physiolog- 
ic and pathologic information, with ex- 
planation of terms, and, finally, surgical 
disease. Most of the text is in the form 
of recipes or prescriptions, in which some 
700 different substances are mentioned. 
Many of these unfortunately cannot ke 
identified today. 

In the surgical section one finds, 
strangely enough, no mention of fractures 
or dislocations, but accounts of how to 
treat carbuncles, tuberculous glands, fis- 
tulas, hemorrhoids, cutaneous tumors, 
hernias, hydroceles, varices and aneu- 
rysms. It is astounding to note that hern- 
ias and aneurysms were operated upon, 
though not arteriovenous aneurysms, to 
which, the text reads, “thou shalt not put 
thy hand.” The wealth of surgical wisdom 
is further borne out by the statement that, 
in the treatment of cysts, nothing of the 
wall should be left or they will recur. 
There is evidence to suggest that hot in- 
struments were used to combat excessive 
bleeding during operations (cautery). 
It is not clear whether cranial trepanning 
was used by the ancient Egyptians or not; 
on the other hand, evidence shows that 
they did remove depressed or loose bones 
in cases of cranial injury. This does not 
discredit them, as trepanning performed 
since the prehistoric ages, was performed 
not for therapeutic motives but to cast out 
a demon which had taken possession of 
the patient. Some such possessions by 
devils would today be diagnosed as epil- 
epsy, mental disease, cerebral tumor, tic 
douloureux or migraine. 

The Ebers papyrus contains some re- 
markable descriptions of certain symptoms 
and signs. Fluctuation is described, and 
the doctor is instructed to discover wheth- 
er any part of the body moves under pres- 


*Cosmetics are also described. 
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sure and then returns to its original posi- 
tion, or whether it trembles when the 
hand is laid upon it. Even percussion 
would seem to have been known in those 
days, in view of the advice, in cases of 
inguinal hernia, to “place thy finger on 
it and examine his belly and knock on 
thy fingers.” Neuburger expressed the 
opinion that auscultation was also em- 
ployed in diagnosis. The text also contains 
some striking clinical descriptions, in- 
cluding those of tuberculous glands, acute 
appendicitis, angina pectoris and pulmo- 
nary abscesses, the last-mentioned being 
described as “‘stinking like a latrine cave.” 
Of a case of intestinal ileus, the author 
writes: “If thou examine one who suffers 
from phlegm with colicky pains and whose 
belly is tense because of it, since the 
phlegm in the belly finds no way to come 
out, nor is there any (other) way by which 
it can come out, it will putrefy in the belly 
and, not being able to emerge, will grow 
into a twist in the bowel.” 

This description is interesting, as it im- 
plies that physicians in ancient Egypt 
were in the habit of correlating their ob- 
servations and probably performed post- 
mortem examinations. 

By comparison with the Ebers papyrus, 
the Edwin Smith papyrus written in the 
seventeenth century B.C., is a highly spe- 
cialized work, containing no prescriptions 
as such but exclusively made up of descrip- 
tions of cases in which traumatic surgery 
was involved; it is, in fact, a clinical work 
in the true sense. The document handed 
down to us would seem to be a copy of the 
original manuscript which probably dates 
back to about 3000-2500 B.C. In the space 
of 17 columns, containing a total of 337 
lines, the papyrus describes 48 cases, in all 
but 3 of which there were wounds, frac- 
tures and dislocations listed in topographi- 
cal sequence, as follows: head, nose, face, 
ears, neck, clavicle, humerus, chest and spi- 
nal column. At this point the papyrus breaks 
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Fig. 3.—Stitching of wounds. 


off abruptly in the middle of a sentence, 
as if some accident had occurred to its 
writer or as Breasted suggested, ‘“‘he 


yawned, rose indifferently and went home 
to his dinner, quite unconscious and un- 


aware of the fact that he left the future 
World entirely without any knowledge of 
his ancestors’ cases on surgery of the in- 
ternal organs, which in all likelihood fol- 
lowed immediately that of the spine.” 
The cases are discussed in a manner not 
unlike that used in modern textbooks, viz., 
first the title, then the examination and 
ultimately the diagnosis. The prognosis 
is formulated according to one of three 
criteria, depending on the severity of 
symptoms observed: “An ailment which 
I will treat’; “An ailment with which I 
will contend” and “An ailment not to be 
treated.” It will be noted that the terms 
he used mean that the cutcome will be 
good, doubtful or hopeless. In reality the 
Author recognized the importance of prog- 
nosis about twenty-five centuries before 
Hippocrates wrote his book “Prognostic.” 
After the diagnosis comes the treatment, 
and then the glossary, which is a little dic- 
tionary of terms distributed throughout 
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the treatise and requiring explanation. 

Limitations of space forbid a detailed 
discussion of the surgical material it con- 
tains, but its importance exceeds its con- 
tents: 

1. It is the oldest surgical treatise ex- 
tant. 

2. It is a highly specialized textbook; as 
a matter of fact it deals with a specialty 
(traumatology) which has earned separate 
consideration in modern practice only re- 
cently. 

3. It is different from the other papyri 
in that it contains only cases and not pre- 
scriptions; in other words, it is a clinical 
book. 

4. It is based on the most modern funda- 
mental principles of science, observation 
and classification. 

As the late Prof. Breasted remarked, “It 
is a fascinating revelation of the human 
mind struggling in the first stages of sci- 
ence, building when the terms it needed 
did not even exist, but had to be created, 
and we watch the process of their creation 
actually going on. Here we see the word 
“brain” for the first time coming into hu- 
man speech; he describes the gyri of the 
brain as molten copper (which reminds us 
of our “beaten silver appearance”), and a 
fracture in the cranium as a crack in a 
pottery jar, which reminds us of McEwen’s 
“cracked pot” sign. Breasted goes on to 
say: “In this document, therefore, we have 
disclosed to us for the first time the human 
mind peering into the mysteries of the hu- 
man body and recognizing conditions and 
processes there as due to intelligible physi- 
cal causes. The facts in each given case of 
injury are observed, listed and marshalled 
before the mind of the observer, who then 
makes rational conclusions based on the 
observed facts. Here, then, we find the 
first known scientific document.” 

No one who studies the Edwin Smith 
papyrus in detail can fail to be struck by 
the brilliant powers of observation and the 
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stupendous mastery of his subject revealed 
by its original author; these are best re- 
vealed in the clinical descriptions of indi- 
vidual cases, of which a few examples may 
be reproduced here: 

1. Compound fracture of the skull (Cuse 
6): “If thou examine a man having a gap- 
ing wound in his head, penetrating to the 
bone, smashing his skull, (and) rending 
open the brain of his skull, thou shouldest 
palpate his wound: Should thou find that 
the smash in the skull (is like) those cor- 
rugations which form in molten copper, 
(and) something therein throbbing and 
fluttering under thy fingers like the weak 
place of an infant’s crown before it be- 
comes whole . .. (diagnosis follows). 

Breasted, who edited the Edwin Smith 
papyrus, pointed out that the conception 
“brain” appears here for the first time in 
history. 

2. Fracture dislocation of a cervical ver- 
tebra (Case 31): “If thou examine a man 
having a dislocation in a vertebra of his 
neck: Shouldst thou find him unconscious 
of his two arms (and) his two legs on ac- 
count of it, while his phallus is erected on 
account of it, (and) urine drops from his 
member without his knowing it, his flesh 
has received wind, and his two eyes are 
blood-shot, (then) it is a dislocation of a 
vertebra of his neck that causes him to be 
unconscious of his two arms (and) his two 
rs 

This description of tetraplegia shows 
how carefully neurologic symptoms were 
observed. 

3. Cancer of the breast (Case 45): “If 
thou examine a man having a bulging tu- 
mor of his breasts: Shouldst thou find his 
tumor in his breast large, infiltrating, 
(and) feeling hard to the touch, like a 
green hensmet fruit, thou shouldst say 
concerning him (for) one having a bulging 
tumor in his breast, (which is) an ailment 
with which I would contend, there is no 
treatment.” 
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Hippocrates (400 B.C.) also agreed that 
there was no treatment for this condition 
and denounced any operative procedure 
upon the mammary cancer as futile. Calsus 
(100 B.C.) operated upon it except when 
it was ulcerated. Galen (130-300 A.D.), 
Leonidas (200 A.D.), Avicenna (980-1007 
A.D.) and Abulcases (1000-1100 A.D.) of 
Arabia, Ambroise Paré of France and many 
others advocated operation; but our author 
was right for 5,000 years, because it was 
not until William Halsted and Willy Meyer 
introduced radical mastectomy that an ef- 
fective treatment was found. We know 
now that incomplete operations may do 
more harm than good. 


As regards the armamentarium of the 
surgeon of those days, the Edwin Smith 
papyrus reveals that use was made of ab- 
sorbent lint, plugs for the nose, linen ban- 
dages manufactured by embalmers, and a 
form of adhesive plaster consisting of 
strips of linen applied transversely ‘‘to the 
two lips of the gaping wound.” In 6 in- 
stances, there are descriptions of the 
stitching of wounds, with the proviso that 
the sutures must be removed if the wound 
becomes septic. Three types of splint were 
employed: one, said to be “of linen,” pos- 
sibly took the form of wooden splints 
wound with linen. A second type, described 
as a “post of linen,” was made by rolling 
a strip of linen into a rigid rod. This was 
used wher a soft support was needed, e.g., 
for a broken nose. The third type was a 
“brace of wood” padded with linen and 
was used to keep the mouth open for nour- 
ishment. 

Unfortunately, nothing is known as to 
the authorship of the Edwin Smith papy- 
rus, and we are here reduced to specula- 
tion. Breasted suggested the possibility 
that Imhotep himself was the author, and 
certainly the manuscript dates from his 
time. ‘ 

My teacher, Prof. Kamel Hussein, in his 
masterly lecture in 1934, laid down an- 
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Fig. 4.—Some ancient surgical instruments 
(Cairo Museum). 


other theory. He objected to the idea that 
such a “clear-headed,” “human to the back- 
bone” thinker could be the same as a “half 
divine healer with a priestly culture” like 
Imhotep. He also postulated that the au- 
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thor’s experience must have come from 
pyramid building and not from following 
an army as Breasted suggested. He based 
this opinion on the assumption that the 
fourth dynasty (and the third) were not 
the more warlike dynasties, but rather 
eras of building, and chiefly the building 
of pyramids. Moreover, in most of the 
cases the patient probably fell from a 
height. Prof, Hussein remarked that the 
description of one vertebra crushing into 
another like “the imprint of a foot in cul- 
tivated ground” shows that the author 
must have done autopsies, for this appear- 
ance can in no way be suggested by the 
clinical appearance of the neck. This con- 
forms with my observation on the descrip- 
tion of the case of intestinal obstruction 
in the Ebers papyrus. But Prof. Hussein 


Fig. 5.—Hippocratic method of treating disloca- 
tion of the mandible. 
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also suggests that the author must have 
been a true Egyptian fellah to give such a 
description. 

I agree wholeheartedly with my Profes- 
sor; he must have been “human to the 
backbone,” a man connected in some way 
with pyramid building, and an Egyptian 
fellah, but also he must have been a med- 
ical man and one who was well known, too 
—a man whose works were held in such 
esteem that they were thought worthy of 
a “reprint” some thirteen centuries later. 
I can hardly find anybody who can fit into 
the picture except Imhotep himself. He 
was undoubtedly “human to the backbone,” 
that man who “cometh in peace.” His name 
is connected with the building of more 
than one pyramid, the best known being 
the step-pyramid of Sakharah. He is 
thought to be the architect who designed 
it. To know the imprint of a foot in cul- 


tivated ground is natural for one who was 
“supervisor of that which heaven brings, 


the earth creates and the Nile brings.” 
That he was a physician of repute is be- 
yond question. He so impressed his coun- 
trymen with his skill in healing disease 
that he was eventually raised to the status 
of a full deity of medicine. 

No one can go through the forty-eight 
cases of this treatise without wondering if 
there was anybody more worthy of being 
called “the father.of medicine.” I do not 
base this claim on the assumption that 
Hippocrates did not even exist, an opinion 
held by some authorities. He must have 
been much influenced, however, by our au- 
thor and by other papyri. No one can read 
Case 25 in the Edwin Smith papyrus with- 
out remembering the method of reduction 
of a dislocation of the mandible used to- 
day and usually associated with the name 
of Hippocrates. It is identical with that 
depicted in the illustration of the same 
operation in the commentary on Hippocra- 
tes by Appolonius of Kitium in the first 
century B.C, (Fig. 1). 
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A dislocation of the mandible (Case 
25): “If thou examinest a man having a 
dislocation in his mandible, should thou 
find his mouth open (and) his mouth can- 
not close for him, thou shouldst put thy 
thumb (s) upon the ends of the two rami 
of the mandible in the inside of this mouth, 
(and) thy two claws (meaning two groups 
of fingers) under his chin, (and) thou 
shouldst cause them to fall back so that 
they rest in their places.” 

No one can read the instruction “until 
thou knowest he has reached a decisive 
point” without remembering the “Hippo- 
cratic crisis.” The systematic arrange- 
ment of the skull injuries recalls the de- 
scription in Hippocratic writing “de 
capitis vulneribus.” As has been men- 
tioned, the three statements in diagnosis 
must be forerunners of the Hippocratic 
“Prognostic.” The Khun papyrus speaks 
of the different diseases of women; exactly 
the same statement is found in the Hippo- 
cratic work “De Morois Mulierum” “2nd. 
Book.” 

The vessels are described in Ebers’ 
papyrus and in the first case of Edwin 
“mith papyrus, which says: 

“In order to know the action of the 
‘heart, there are canals (or vessels, mt) in 
it (the heart) to (every) member. Now 
if the priests of Sekhmet or any physician 
puts his hands (or) fingers (upon the 
head, upon the back of the) head, upon the 
two hands, upon the pulse, upon the two 
feet, (he) measures (to) the heart, be- 
cause its vessels are in the back of the head 
and in the pulse, and because its (pulsa- 
tion is in) every vessel of every member.” 


It will not make it a mere coincidence 
that Herephilos of Alexandria is supposed 
to be the first physician who counted the 
pulse, using the first known timepiece, an 
Egyptian water clock. 

The surgical section in the Ebers papy- 
rus dealing with “swellings” must be like- 
wise considered a forerunner of Galen’s 


499 


EDITORIALS 


work “De Tumoribus Contra-Naturum.” 


I need fetch no evidence. It is no coin- 
cidence that the greatest of the Greek 
medical investigators lived in Egypt, as so 
many of the intellectual men of Greece had 
for centuries traveled and studied there. 
The ancient Egyptian language was well 
known at that time. The Rosetta stone was 
written in Greek and Ancient Egyptian. 


Perhaps Ebbell was right when he ex- 
pressed the view that “‘we should not set 
up the Greek Asklepios as the patron ge- 
nius of medicine, but rather that physician 
to whom the Egyptians accorded this dig- 
nity — namely, Imhotep.” Surely there 
could be no more convincing testimony 
than that of a citizen of Greece, none other 
than the great Homer who, five hundred 
years before the advent of Hippocrates, 
looked upon Egypt as the “land of doc- 
tors”: 

Many a suchlike drug, both potent and 

kindly did Helen 

Gain from the consort of Thon, Polydam- 

na, a woman of Egypt. 

(Here doth the fertile soil breed potent 

plants in abundance. 

Many benign, this mixed as a potion, and 

many malignant. 

Every dweller in Egypt moreover sur- 

passeth as healer. 

Others of mortals; for truly the fork is 

the race of Paeeon.) 


(Odyssey IV, 227-232; translation by H. B. Cotterill, M. A. 
Cotterill, London, 1911.) 


—M. E. A. KHARADLY, 
M.Ch., F.R.C.S. (Eng.), F.1.C.S.* 
Alexandria, Egypt 


BIBLIOGRAPHY 


Abou Bakr and Abadir: a in —_— 
Egypt. International Forum, vol. 

Breasted, J. H.: University of Clgaes Press, 
1930. 

Ebbell, B.: The Ebers Papyrus. Copenhagen: 
Herin & Munksgroad, 1937. 

Guthrie, D.: A History of Medicine. Nelson & 
Son, 1947. 


*Lecturer in Surgery to the Faculty of Medicine of 
Alexandria. 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


Homer: The Odyssey. Translated by S. H. 
Butcher and A. Hang, 1887. 
— J.: Imhotep. Oxford University Press, 
Hussein, K.: The Edwin Smith Papyrus, Pro- 
ceedings of the Surgical Society of Egypt, 1934. 
Junker, H. J.: Bertholéaeus (cited by Breasted) 
Die Stete des Hofarztes Iry, Leipzig, 1928. 


OCTOBER, 1057 


Pack, G. T., and Ariel: Half a Century of Ef- 
fort to Conirol Cancer, Surg., Gynec. & Obst., 
1955. 

Sigrist, H. E.: A History of Medicine. Oxford 
University Press, 1951. 

Smith, G. E.: The Most Ancient Splints, Brit. 
M. J. 1908 V. I. 


Psychiatry in Surgery 


surely twenty-five, thirty or thirty- 

five years ago, a psychiatrist would 
not have been allowed to contribute to a 
surgical journal. A tremendous impetus 
was given to psychiatry during World War 
I, World War II, and subsequently. 

The actual meaning of the title, Psy- 
chiatry in Surgery is psychosomatic medi- 
cine. It is not a new concept. Twenty- 
five hundred years ago, Socrates said, on 
returning from the Thracian campaign, 
“They realize that the body could not be 
cured without the mind, This is why the 
cure of many diseases is unknown to phy- 
sicians of Hellas—because they are ignor- 
ant of the whole.” 

The term “psychosomatic” suggests a 
separation of body and mind. This actu- 
ally defeats the intended purpose of the 
term. Cobb at Harvard avoided this dichot- 
omy by denying its existence. Psycho- 
somatic therapy is not a specialty or a 
mysterious branch of medicine. It is a 
method of approach and should be applied 
to all branches of medicine. 

I do not propose to discuss the obvious 
psychiatric problems involved in surgery, 
such as those related to infections of the 
brain, neurologic conditions, toxic condi- 
tions affecting the brain, injuries to the 
head, with or without fracture of the 
skull, brain tumor, and such circulatory 
disturbances as hemorrhage, embolic phe- 
nomena or arteriosclerosis. Neither shall 


Poscret twenty years ago, and 


I discuss dysfunctions of the thyroid, ad- 
renal, pituitary and other glands of in- 
ternal secretion as they cause mental ill- 
ness. All surgeons are already familiar 
with these syndromes and their symptoms. 
When the surgeon encounters such a case, 
he calls a psychiatrist in consultation to 
assist him in the actual treatment. 

I wish to discuss some basic psychiatric 
principles that are easily overlooked by 
the busy surgeon: 


1. The ill or injured patient who is in 
pain and discomfort is similar to the in- 
jured child, in that he seeks medical at- 
tention for his relief as the child seeks 
his parents for protection and comfort. 
Frequently the patient will first see his 
family physician, who is often a general 
practitioner. He may then be referred to 
an internist and subsequently to a spe- 
cialist in surgery.- If he had any fears 
about his illness at the beginning they 
will have mounted considerably by the 
time he reaches the surgeon and confronts 
the unknown, 


2. The physician occupies a similar po- 
sition to that of a parent. Obviously, if 
he is a rough, abrupt, inconsiderate per- 
son and the patient is mild, unassuming 
and retiring, he will probably be fright- 
ened away, and irreparable damage, both 
physical and emotional, will occur. This 
may cause considerable delay in seeking 
surgical care. 
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To digress for a moment, I should like 
to enlarge briefly on this problem of delay. 
Titchener and his group reported the rea- 
sons for delay as studied in 200 surgical 
cases: 

23 cases—1112%, no delay. Comatose on 
admission 
11 cases— 514%, insufficient information 
available 
83%, had the opportunity to 
delay 

71 cases— 42.8%, delayed in seeking sur- 

gery 

95 cases— 57.2%, did not delay in seeking 

surgery 

Between the two groups last mentioned 
there was little difference in age, sex, in- 
telligence or psychiatric diagnosis. It was 
observed that delay had resulted from 
many conscious and unconscious factors 
occurring before, during and after the pa- 
tient’s recognition of his signs and symp- 


toms. 


166 cases— 





Psychic Causes of Delay in Seeking 


Surgical Treatment 





Fear of punishment 
Fear of death 








Overambition 





Shame and fear of exposure 





Suicidal wishes 





Iatrogenic (poor patient-doctor 
relation ) 





Other plans 





Dr. W. E. Hammond, President of the 
Madison County Medical Society (New 
York), commented in the Bulletin of April 
1957, regarding his experiences on going 
to see his own personal physician. He 
asked that professional courtesy not be 
shown him. From the conversation and 
comparison of illnesses, and the comments 
of waiting patients, he felt that his educa- 
tion was greatly broadened. Patients have 
a medical outlook about themselves that 
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is made up of factors that seem trivial to 
the doctor but are crucial to the patient. 
He states, “I have heard the physician, 
who overlooks these factors, go into a long 
dissertation on symptoms or an explana- 
tion of events which he himself required 
may years to understand. This is mean- 
ingless to the patient and often results 
in frustration. .. However, we are rushed 
in our practice today; we have seen these 
same complaints many times and are prone 
to forget that to the patient we appear 
rough, uninterested and abrupt.” Dr. 
Hammond further suggested that possi- 
bly a hidden tape recorder in the waiting 
room would provide some startling revela- 
tions to the physician in the inner office. 
It is most important to respect the dignity 
of the individual patient and be consider- 
ate of him throughout, especially in early 
contacts with him. 


When it is decided that an operation is 
indicated, the patient should be advised, 
within reason, of the details of his illness. 
He should be told why the operation is 
needed and when and where it should be 
done. He should be given some details as 
to what is expected of him in the hospital 
and the laboratory and roentgenographic 
work that will be needed. He should be 
told that further notes of his history will 
be taken and physical examination per- 
formed and that his privacy will neces- 
sarily be invaded by interns, residents 
and technicians. If special preoperative 
treatment is needed, he should be given 
some idea of this also. The type of anes- 
thetic to be used should be discussed 
briefly, and if a recovery room is in use, 
he should be told of this. It is not unusual 
for a patient recovering from anesthesia 
to look about him, see other patients lying 
unconscious or half-conscious, and come 
to the conclusion that the doctor has 
given him up for dead and moved him 
into the morgue! This is extremely dis- 
turbing, to say the least. 
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The question of postoperative pain 
should also be discussed to some extent 
and the patient should be told that medi- 
cation and intravenous fluids or blood 
transfusions may be necessary or even 
routine. I have seen uninformed patients 
awaken after an operation and, seeing a 
routine postoperative transfusion in pro- 
cess, take it for granted that they are on 
the verge of death. A word of explanation 
beforehand would have prevented this. 

The matter of the patient’s respiration 
is obviously of the utmost importance, 
and he should be advised as to what is ex- 
pected of him. 

Special nurses, if indicated, should be 
arranged for in advance if possible, or at 
least discussed with the patient and his 
family. Their cost and how long they will 
remain on duty is a matter for the sur- 
geon, not the patient or his family to de- 
cide. I have seen cases in which a well- 
meaning family has taken over at this 
point, disastrously delaying the patient’s 
convalescence. 

Ambulation, with details concerning 
the frequency and the amount of it, should 
be explained to the patient and his nurses, 
in order to avoid misunderstanding. 

Diet, both preoperative and postopera- 
tive, should be discussed as to the type 
required and its relation to the patient’s 
tastes in food. A patient may be very fond 
of many types of beef, and yet, if he is 
served corn beef hash, may be actually 
nauseated. His idiosyncrasies should be 
considered as far as possible. 

If drains or catheters are to be used 
either before or after the operation, they 
should be explained, otherwise the patient 
may inadvertently remove them after the 
operation. 

In specific types of surgical treatment, 
special considerations are needed. It is 
impossible to discuss all such possibilities 
here, in the time allotted, but a few may be 
mentioned : 
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1. With regard to plastic facial opera- 
tions, it is well to warn the patient that 
he or she will not come out of it looking 
like a movie star. The time required for 
healing should be stressed. If it is antic- 
ipated that the operation will change or 
greatly improve the patient’s appearance, 
he should also be informed of this, for 
any radical change, even if it is an im- 
provement, can also be a great shock 
to the patient. 

2. After an operation on the eyes, in 
many cases, the patient comes from the 
operating room with both eyes bandaged. 
When he regains consciousness, he may be 
convinced that the operation was a failure 
and that he is now totally blind. Obvi- 
ously, a few minutes of preoperative dis- 
cussion of this matter with the patient, 
his nurse and his family will eliminate 
some highly disturbing emotional effects. 

3. When an operation on the female 
breast is required, whether simple drain- 
age of an abscess or radical mastectomy, 
it is amazing how many women immedi- 
ately diagnose cancer of the breast or are 
firmly convinced that their femininity and 
sexual attraction will be forever lost as 
a result of the procedure. This too can be 
largely prevented by foresight. 

4. A gynecologic operation may cause 
unfounded fears of becoming exceedingly 
obese. A woman deprived of any of her 
reproductive organs undergoes severe 
emotional trauma. This taxes the gyne- 
cologist to the utmost. Some explanation 
and reassurance will relieve the patient’s 
anxiety and often prevent depression. 

5. The question of informing the pa- 
tient who has a malignant tumor is ex- 
tremely difficult to answer. Persons who 
have not faced reality during ordinary 
life cannot face the realization that ma- 
lignant change has occurred. To force it 
upon a patient is the utmost in cruelty. 
On the other hand, to withhold the infor- 
mation from a mature patient may also be 
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unfair, in that it often causes unnecessary 
depressions. Patients with pathologic fear 
of malignant disease (“cancerophobia’”’) 
present still another problem. 

6. Patients about to undergo operations 
on the chest or the heart almost invari- 
ably feel that they will not survive and 
will die a sudden and rather horrible death. 

7. After an abdominal operation, the un- 
informed patient may have fears of being 
unable to eat normally, being obstructed 
and subsequently having to undergo colos- 
tomy. 

8. Operations on the genitourinary sys- 
tem, male or female, often cause fears 
of impotence. 

9. Operations on the rectum are often 
accompanied by the fear of future inabil- 
ity to defecate. If the patient is told he 
has colitis, or thinks he has, it is almost 
synonymous with thinking he has carci- 
noma, which, in his mind, is equivalent to 
a death sentence. 

10. In the specialty of orthopedics, the 
patient’s fear of being permanently crip- 
pled or unable to walk must be alleviated. 
I hardly need mention that after amputa- 
tion, the phantom limb syndrome is some- 
times most disturbing to the patient, even 
to the point of his thinking that the op- 
eration has not been performed. 

As has been mentioned, there are many 
instances in which a physical illness will 
produce frustration, anxiety, depression 
or some other emotional upset. If this de- 
pression is acute, immobilizing the pa- 
tient with regard to activity, thought and 
feeling, he obviously presents a serious 
psychiatric problem. It is doubtful that 
this condition will be observed either be- 
fore or after the operation. Surgeons 
should be warned, however, of the mild 
depression that may accompany either an 
acute or a chronic illness, because while 
the patient has enough mobilized energy 
so he becomes definitely a potential sui- 
cide. I should advise any surgeon, unless 
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he has known and personally handled 
such patients, to consult a psychiatrist as 
to their treatment. The extremely stu- 
porous and depressed patient, although 
he also needs psychiatric attention, offers 
no threat of suicide while he is so de- 
pressed. The suicidal patient is the one 
who is going into or coming out of a 
depression. 

Many of the tranquilizing drugs are 
useful in the management of these moder- 
ate depressions or disturbances. The rau- 
wolfia group, however, has little or no 
value in treating depression, indeed, they 
have frequently precipitated depression. 
The treatment of choice for depression 
remains electric convulsive therapy, al- 
though Chlorpromazine is useful. The sur- 
geon may well ask the question, “Can this 
be administered to a debilitated patient?” 
The answer is “Yes.” In this particular 
type of case the convulsive seizure is soft- 
ened, usually with a short and rapidly 
acting barbiturate such as Surital or Ner- 
val, in conjunction with such a drug as 
Anectine (succinylcholine chloride). 

From this brief summation it is appar- 
ent that the psychiatrist has come a long 
way since the days of World War I, when 
he was primarily concerned with the care 
and treatment of the actual functional 
and organic psychoses. Today he must 
not only have knowledge of these things 
but be qualified to handle persons with 
somatic, emotional and environmental dis- 
turbances. 

Except in an academic way, it is highly 
doubtful that the surgeon is interested in 
a psychiatric diagnostic label or in psy- 
chodynamics, with regard to his patient. 
As a surgeon, however, he is interested in 
having a psychiatrist’s assistance in the 
treatment of frustrations, anxieties, hys- 
terias and depressions, or in the preven- 
tion of suicide. The psychiatrist has much 
to contribute to medicine and surgery, 
but he must make his contribution as a 
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psychiatrist, not as a surgeon. It is not 
for him to try to convince the surgeon that 
he is skilled in surgical diagnosis or tech- 
nic, or that he still recalls in detail the 
anatomic structures of some part of the 
body. The practical help the psychiatrist 
can render to the surgeon is a step toward 
the total integration of the good medical 
practice. This is psychosomatic medicine. 

My concluding quotation on this topic 
is from Plato: “Let no one persuade you 
to cure him until he first gives you his 
soul to be cured, for this is the great 
error of our day in the treatment of the 
human body, that physicians separate the 
soul from the body.” 

In summary, the patient should be 
treated individually and his dignity re. 
spected. He is not a case number or a 
diagnostic label. It should be recognized 
that he has emotions as well as organic 
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symptoms. Finally, the ‘whole patient” 
must be treated within his environment. 


—L. SECORD PALMER, M.D. 
Brooklyn, New York 
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Men are often capable of greater things than they perform. They are sent into 
the world with bills of credit, and seldom draw to their full extent. 


Envy deserves pity more than anger, for it hurts nobody so much as itself. It 


is a distemper rather than a vice: for nobody would feel envy if he could help it. 


Whoever envies another, secretly allows that person’s superiority. 


It is unfortunate to have no master but our own errors. If we profit ever so 


much under them, the unjust public always recollect the master, more than they take 


notice of the improvement of the scholar. 


Posterity always degenerates till it becomes our ancestors. 


—Walpole 
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will be reviewed critically as space and 
facilities permit. Omission of more ex- 
tended review, however, is not to be 
taken as criticism of the merit of the 
book. 





Les icteres par retention: Diagnostique 
medico-chirurgical (Obstructive Jaundice: 
Medicosurgical Diagnosis). By J. Caroli, in 
collaboration with A. Charbonnier, J. Eteve, 
A. Pacaf and P. Ricardeau. Paris: Masson et 
cie, 1957. Pp. 491, with 308 illustrations and 
water color plates. Reviewed in this issue. 


Menschliche und tieresche Gewebsthrombo- 
kinasen: Ihre Eigenschaften und ihre Bedeu- 
tung fur die Anwendung von Antikoagulan- 
tien (Tissue Thromboplastin, Human and 
Animal: Their Characteristics and Their Im- 
portance in the Use of Anticoagulants). By 
H. A. Thiess. Stuttgart: Georg Thieme Ver- 
lag, 1957. Pp. 56, with 12 illustrations. Re- 
viewed in this issue. 


La Cardiopericardiomyopexie: Diagnostic 
et nouveau traitement chirurgical de l’angine 
de poitrine et des cardiopathies rheumatis- 
males (Cardiopericardiomyopexy: Diagnosis 
and New Surgical Treatment of Angina Pec- 
toris and Rheumatic Heart Disease). By C. 
Lian, in collaboration with A. N. Gorelik and 
Mendel Jacobi. Paris: Expansion Scientifique 
Francaise, 1956. Pp. 100, with 26 illustrations. 
Reviewed in this issue. 


Brain Mechanisms and Drug Action. By 
William S. Fields. Springfield, Ill.: Charles C 
Thomas, Publisher, 1957. Pp. 167, with 69 
illustrations. Reviewed in this issue. 


Operative Surgery. Edited by Charles Rob 
and Rodney Smith. London: Butterworth & 
Co., Ltd.; Philadelphia, F. A. Davis Co., 1956. 
Vols. 1 and 2 of 8 (plus index). Profusely 
illustrated. 


Proceedings of the Third National Cancer 
Conference, Detroit, Michigan, June 4-6, 
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U. S. Public Health Service. Philadelphia: 
The J. B. Lippincott Company, 1957. Pp. 961. 


Le Diagnostic du Cancer d‘Estomac a la 
Periode Utile (Diagnosis of Carcinoma of the 
Stomach at the Time Most Favorable for 
Treatment). By Rene A. Gutmann. Paris: G. 
Doin et Cie, 1956. Pp. 257. 


Pathology and Surgery of the Veins of the 
Lower Limbs. By Harold Dodd and Frank 
Cockett. Baltimore: The Williams & Wilkins 
Company, 1957. Pp. 462, illustrated. 


Spinal Cord Compression. By I. M. Tarlov. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1957. Pp. 147, with 41 illustrations. 


Muscle Relaxants in Anesthesiology. By 
Francis F. Foldes. Springfield, Ill.: Charles 
C Thomas, Publisher, 1957. Pp. 210, with 9 
illustrations. *® 


The Clinical Management of Varicose 
Veins. By David Woolfolk Barrow. New York: 
Paul B. Hoeber, Inc., 1957. Pp. 167, with 70 
illustrations. 
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La Cardiopericardiomyopexie: Diagnostic 
et nouveau traitement chirurgical de l’angine 
de poitrine et des cardiopathies rheumatis- 
males (Cardiopericardiomyopexy: Diagnosis 
and New Surgical Treatment of Angina Pec- 
toris and Rheumatic Heart Disease). By C. 


Lian, in collaboration with A. N. Gorelik and 
Mendel Jacobi. Paris: Expansion Scientifique 
Francaise, 1956. Pp. 100, with 26 illustrations. 


In view of the increasing interest in the 
correction of cardiac ailments that have 
proved amenable to operation, this concise 
volume on the surgical treatment of the myo- 
cardium is of great interest. Prof. Lian out- 
lines in detail the precise diagnosis of angina 
pectoris, myocardial infarct, aortic and mitral 
valvular disease, stenosis and insufficiency. 
Cardiopericardiomyopexy has been performed 
for angina pectoris, coronary sclerosis and 
rheumatic valvular heart disease. 

The operation consists of sprinkling talcum 
powder in the pericardium to revascularize 
the myocardium. The introduction of this 
type of foreign body into the pericardial cav- 
ity transforms an ischemic myocardium into 
a hyperemic myocardium that forms an ad- 
hesive and not a constrictive pericarditis. 
Chapter 2, in which the technic is meticulously 
described, is written by Gorelik. It includes 
sketches of the instruments used and illustra- 
tions of each step of the operation. The indi- 
cations, contraindications and complications 
are well defined. Careful instructions are given 
with reference to postoperative care. 

The results of cardiopericardiomyopexy in 
the treatment of atherosclerosis depend on 
pathologic changes; the state of the myo- 
cardium; the degree of generalized arterio- 
sclerosis, and extracardial conditions. Gore- 
lik’s operative mortality rate in 100 cases 
was only 5 per cent! After the operation 10 
per cent succumbed to other causes. The car- 
diac condition of all patients, nevertheless, 
had definitely been improved. The results are 
excellent in the remaining 85 patients and they 
are able to lead normal lives, many even hav- 


ing undergone operations for other ailments. 
Fifty patients were operated on for advanced 
rheumatic heart disease, with a mortality rate 
of 12 per cent. Eight per cent died within 
four months; the remaining 40 present spec- 
tacular improvement, are able to make an 
effort without dyspnea and have returned to 
normal activity and customary occupation. 


An excellent chapter on the histopathologic 
character of the myocardium and coronary 
atherosclerosis associated with rheumatic 
heart disease has been contributed by the 
American pathologist Mendel Jacobi. The mus- 
cle, nerves and capillary vessels of the normal 
and the hypertrophic heart are depicted. Mi- 
crophotographs illustrate the histologic ap- 
pearance of the myocardium with pericardial 
fibrosis before operation and the intense 
vascularization accompanying granulomatous 
nonconstricting myocarditis and pericarditis 
that takes place after cardiopericardiomyo- 
pexy. 

This timely volume can be recommended to 
internists and surgeons interested in the op- 
erative correction of cardiac disease. 


CHARLES PIERRE MATHE, M.D. 


Skin Surgery. By Ervin Epstein. Philadel- 
phia: Lea & Febiger, 1956. Pp. 223, illus- 
trated. 

This book includes the work of 17 contrib- 
utors, some of the best in their fields, and is a 
compact symposium on the specific methods of 
dermatologic surgery not always too clearly 
covered in standard texts. 

The basic principles and methods of therapy 
as applied to these methods are presented au- 
thoritatively, with numerous illustrations and 
a good bibliography. 

The content includes various steel and elec- 
trosurgical technics. Special technics—chemo- 
surgical and dermabrasion, cryosurgical pro- 
cedures, therapeutic tattooing and surgical 
treatment of the nails—are concisely described. 
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The book may be criticized for its inclusive- 
ness, covering as it does everything from the 
tying of knots to radical neck dissections; in- 
structions as to tying knots should be unneces- 
sary, and radical neck dissection is outside the 
scope of dermatologic surgery. In order to 
place it in the accepted authoritative position 
one has to be reminded that many of the topics 
and suggestions are, at best, controversial. 


RUSSEL C. HADLEY, M.D., 
and NEAL OWENS, M.D. 


Surgery of the Anus, Anal Canal and Rec- 
tum. By E. S. R. Hughes. London: E. & S. 
Livingstone, Ltd., 1957. Pp. 304, with 276 
illustrations. 

This work is a thorough presentation of 
the subject augmented by good illustrations. 
The step-by-step descriptions of surgical pro- 
cedures are often accompanied by photographs 
showing various stages of these procedures, 
from preparation of the patient to his being 
transported from the operating room. 

The text, interspersed throughout with ex- 


plicit line drawings, photomicrographs, charts, 
photographs and tables, is lucid and valuable 


for its meticulous detail. Every aspect of 
disease of the anus, anal canal and rectum is 
examined and analyzed and the diagnostic and 
therapeutic possibilities discussed. For ex- 
ample, the author describes the similarity be- 
tween amebic granuloma and rectal carcinoma 
and reminds the profession that such granu- 
lomas may occur in patients who have never 
been in a country where the disease is preva- 
lent; he has observed that it is most often 
encountered in patients living in institutions 
for the care of the aged. 

The author gives historical background to 
each discussion of the manifestations and 
treatment of disease and includes, in addition, 
a historical appendix describing the great sur- 
geons in this field from the fourteenth cen- 
tury to the present. Additional references 
are listed at the end of each chapter. Although 
Dr. Hughes states in his preface that this 
book was not intended to be a reference. work, 
it is indeed worthy of a place on every refer- 
ence shelf. 

MAX THOREK, M.D. 


NEW BOOKS 


Menschliche und tieresche Gewebsthrombo- 
kinasen: Ihre Eigenschaften und ihre Bedeu- 
tung fur die Anwendung von Antikoagulan- 
tien (Tissue Thromboplastin, Human and 
Animal: Their Characteristics and Their Im- 
portance in the Use of Anticoagulants). By 
H. A. Thiess. Stuttgart: Georg Thieme Ver- 
lag, 1957. Pp. 56, with 12 illustrations. 


This booklet presents a summary of the 
author’s work on the preparation and evalua- 
tion of thromboplastin of different origin. 
After a brief historical summary, he discusses 
rather superficially the theory of blood co- 
agulation. In the opinion of this reviewer, 
a narrative comment would have improved 
the rather complicated schematic drawing of 
the coagulation process on page 6. 

In the following chapters the author reports 
his experiments with different thromboplas- 
tins, coming to the conclusion that the only 
suitable thromboplastin is the one prepared 
in his own laboratory from the gray matter 
of human brain. This appears debatable, as 
in this country excellent thromboplastin prep- 
arations have been prepared from lung tissue 
and rabbit brain. 


The work has been carefully and logically 
arranged, but in the opinion of this reviewer 
it adds nothing important to knowledge of the 
thromboplastin problem. Still, it is an inter- 
esting study for anyone who is doing research 
on coagulation. 


WERNER F. EISENSTAEDT, M.D. 


Suprapubic Closure of Vesicovaginal Fis- 
tula. By Vincent J. O’Conor. Springfield, III.: 
Charles C Thomas, Publisher, 1957. Pp. 53, 
with 14 illustrations. 


This is a monograph in the series American 
Lectures in Urology, 1957, R. E. Nesbit, Edi- 
tor. The author recommends suprapubic clos- 
ure of vesicovaginal fistula in all cases in 
which easy vaginal closure is possible. He re- 
views 33 primarily successful closures and 2 
failures for the most occurring in women as a 
result of obstetric experience. The illustra- 
tions are superb, the style simple and clear. 
All aspects of the condition are discussed 
fully, from causation to the various proce- 
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dures possible—including unsuccessful ones. 
There is a concise bibliography. Surgeons 
concerned about the problem of vesicovaginal 
fistula will be intrigued by the author’s con- 
cept that it is not unusual for a patient to 
have more than one opening between the blad- 
der and vagina; vesicovaginal and uretero- 
vaginal fistulas usually coexist, and this fact 
should be recognized before an operative at- 
tack is planned. 

The text is concise, not padded. The illus- 
trations are excellent, and the printing and 
binding are superb. 

Max THOREK, M.D. 


Diseases and Disorders of the Colon. By 
Anthony Bassler. Springfield, Ill.: Charles C 
Thomas, Publisher, 1957. Pp. 217, with 79 
illustrations. 


Any contribution by Dr. Bassler speaks with 
authority, and the present work is no excep- 
tion. It is true that much remains to be 
achieved in these fields, but the knowledge now 
available is presented lucidly and convincing- 
ly; only great experience can confer the ability 
to produce such a classic. 

Of particular import are the opinions ex- 
pressed, which represent several decades in 
the practice of gastroenterology. Both prac- 
tical and sound, the text is abundantly and 
appropriately illustrated with drawings, and 
photographs. The book is delightfully re- 
freshing and is recommended to all who are 
interested in this subject. 


HARRY E. BACON, M.D. 


Essentials of Fluid Balance. By D. A. K. 
Black. Springfield, Ill.: Charles C Thomas, 
Publisher, 1957. Pp. 127. 

Clinicians and biologists alike will appre- 
ciate this study of the cyclic relation of fluid 
balance to disease. Research on electrolytes 
can be the work of a lifetime for a specialist 
in this field; yet the practicing physician, es- 
pecially the surgeon, will find in this book 
principles that can be applied to the care of a 
patient to assure his comfort and survival. 

The properties of body fluid, water potas- 
sium, sodium, anions and acid-base balance 
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are discussed with clarity. The chapter on 
potassium even has an element of the dra- 
matic; as clinical syndromes are shown to be 
casually related to hypokalemia or hyper- 
kalemia. Liberal use is made of examples 
drawn from experimentation. In a section en- 
titled “Principles of Treatment” the author 
demonstrates how cure of a disease depends 
on restoration of fluid balance. He points out 
elsewhere in the book how an imbalance of 
electrolytes can produce even symptoms of 
psychoneurosis. The modern physician, as 
well as the undergraduate or postgraduate 
student, will find this comprehensive book of 
real practical value. For those interested in 
further study, an excellent bibliography, and 
a set of appendices and a good index complete 
the volume. 
M.T. 


Brain Mechanisms and Drug Action. By 
William S. Fields. Springfield, Ill.: Charles C 
Thomas, Publisher, 1957. Pp. 167, with 69 
illustrations. 


This book contains six papers presented by 
nine authors at a symposium held at the 
Fourth Annual Meeting of the Houston Neu- 
rological Society. Robert B. Livingston opened 
the symposium with a brief (10 pp.) presen- 
tation of the basic neurologic mechanisms in 
so-called reticular formation. Harold Him- 
wich and Franco Rinaldi present data on the 
effects of drugs on the reticular system. This 
27-page paper divides drugs affecting the re- 
ticular system into two categories: drugs 
which influence the centrifugal, downward or 
caudad functions of that system, and those 
which affect the centripetal, upward or ceph- 
alad activities. Amedeo S. Marrazzi presents 
considerable experimental data (22 pages) on 
the effects of drugs on neurons and synapses. 


Eva King Killam has contributed a paper 
(22 pages) describing acute experiments on 
unanesthetized cats which were designed to 
study the effects of various central depres- 
sants. These agents included both barbitu- 
rates and various tranquilizing drugs. Roger 
Guillemin reports in 10 pages the effect of cen- 
trally acting drugs on pituitary-adrenal re- 
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sponses to stress. Joseph V. Brady compares, 
in a 21-page paper, the difference in condi- 
tioned emotional responses of the rat and the 
monkey treated and untreated with Reserpine. 

These experimental data are briefly sum- 
marized and the significance evaluated by 
David McK. Rioch. This book is of interest 
not only to neurophysiologists but to neurol- 
ogists, psychiatrists and all physicians who 
use drugs in the treatment of neurologic dis- 
ease and psychiatric states. 


HAROLD C. Voris, M.D. 


Les icteres par retention: Diagnostique 
medico-chirurgical (Obstructive Jaundice: 
Medicosurgical Diagnosis). By J. Caroli, in 
collaboration with A. Charbonnier, J. Eteve, 
A. Pacaf and P. Ricardeau. Paris: Masson et 
cie, 1957. Pp. 491, with 308 illustrations and 
water color plates. 


The diagnostic procedures outlined in this 
practical manual follow true and simple rules. 
The book is based not only on the investiga- 
tion of 500 patients treated at l’H6pital St. 
Antoine but on Dr. Caroli’s intensive study 
for the past twenty years of all diagnostic 
methods used for diagnosis of the various 
types of jaundice. 

The statistics are a good analysis of cases 
of chronic painless jaundice (in which diag- 
nosis is difficult) and an equal number of med- 
ical and surgical cases. 

The book is divided into eight parts. Part 
1 deals with clinical examination of the pa- 
tient and emphasizes its great importance in 
spite of the use of additional methods of in- 
vestigation. The authors point out that care- 
ful evaluation of symptoms and physical signs 
will suffice for correct diagnosis in about 70 
per cent of all cases; in only 20 to 30 per cent 
are additional diagnostic procedures, such as 
laboratory tests, roentgen study, duodenal in- 
tubation, peritoneoscopic study, and puncture 
biopsy of the liver, actually required. 

Part 2 describes in great detail the well- 
known liver function tests. The authors have 
listed the tests that have shown greatest diag- 
nostic value in their hands. They discourage 
the use of tests that may cause confusion. 


509 


NEW BOOKS 


Part 3 is devoted to roentgen examination 
of the right hypochondrium. The value of the 
flat film is stressed, as well as duodenographic, 
cholecystographic and splenoportographic 
studies. Reproductions of excellent roentgeno- 
grams, accompanied by schematic drawings, 
facilitate interpretation. These films reveal 
evidence of intrinsic diseases of the liver and 
gallbladder as well as extrinsic conditions, i.e., 
diseases of the pancreas and duodenum or neo- 
plasms of the ampulla of Vater, all of which 
cause obstructive jaundice. 

Part 4 fills more than half the volume and 
is devoted to peritoneoscopic technic, puncture 
biopsy of the liver and endoscopic cholecysto- 
graphic studies (Royer). There are color pho- 
tographs taken through the peritoneoscope 
and drawings of pathologic conditions by 
Dongé. A number of cholecystograms, ob- 
tained at operation, are included—an invalu- 
able method of confirming or excluding ob- 
struction in the biliary ducts. 

Part 5 deals with histologic study of speci- 
mens of the liver obtained by puncture biopsy. 
The parenchymatous alterations, including 
mesenchymal reaction in the cells themselves, 
fibrosclerosis, etc., are demonstrated in excel- 
lent microphotographs. 

Parts 6, 7 and 8 present diagnostic chole- 
cystographic and radiomanometric studies car- 
ried out at operation. The authors insist on 
operative cholecystographic and cholangio- 
graphic investigation in all cases of obstruc- 
tive jaundice. In their opinion, present-day 
nonoperative diagnostic procedures, ‘including 
clinical studies and peritoneoscopic and chole- 
cystographic examinations are inaccurate in 
d:fficult cases. 

The authors have been most successful with 
the use of retrograde cholecystographic and 
radiomanometric procedures. Their results 
are recorded in detail and should be of inesti- 
mable value to the surgeon. They have classi- 
fied, step by step, the most common roentgeno- 
graphic abnormalities which lead to diagnosis 
of obstructive jaundice. Taking these opera- 
tive roentgenograms is a fundamental diag- 
nostic procedure, and they offer an indispensa- 
ble guide to the indications for operation. 

This book is particularly well illustrated, 
with many roentgenograms of the liver and 
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biliary tract, each of which is accompanied by reading this volume will enhance his knowledge 







an explanatory schematic drawing; photo- of the modern procedures that can be employed 
graphs of specimens, and drawings illustrat- in the diagnosis and treatment of obstructive 
ing peritoneoscopic, cholecystographic and ra- jaundice. 

diomanometric procedures. The physician CHARLES PIERRE MATHE, M.D. 






Scientific knowledge is superior in certainty and accuracy to knowledge inciden- 
tally gained in the everyday affairs of life, for several reasons: (1) The acquiring 
of such knowledge is the guiding purpose of the scientist rather than incidental to 
attainment of some other end. Such specialization naturally gives more complete 
and accurate knowledge of objects and phenomena. (2) The searcher after truth 
in any field does not wait for opportunities to study the things about which he 
wishes to know: he goes where the air is clearest to observe stars, and at a time and 
place most favorable for seeing the ones of greatest interest; he collects specimens 
of rocks or plants, and studies resemblances and differences; he systematically fol- 
lows the life-history of members of a species of plants or animals; he goes where 
there are many sufferers from yellow fever, pellagra, or other diseases, etc. Thus 
he puts himself in the way of acquiring systematic and accurate knowledge. (3) 
He arranges conditions so that there will be only one similarity, difference or change 
at a time to be studied. This arranging so that all the other factors involved shall 
remain the same while the effects of change in one factor are observed is the essen- 
tial element in what is called experimental research. By dropping two objects of 
the same material and shape, but of a different size, from the same height at the 
same time, the truth, never observed in thousands of years of incidental human 
experience with falling objects, was discovered, that small objects fall at the same 
rate as large ones. This limiting of observation to one thing at a time by arranging 
that everything else shall remain constant is the most important part of experimental 
research, ... 

One untrained in the essentials of scientific truth-seeking is sure to have his con- 
clusions controlled largely by personal desires. Interest once aroused in a particular 
fact, and the suggestion that it is typical of others, naturally leads the individual to 
notice and remember other facts of the same type. In this way beliefs as to weather, 
signs of good luck or misfortune, the characteristics of races, the value of precau- 
tions or remedies, etc., are formed and perpetuated generation after generation. 
Such errors can be avoided only by noting, recording and perhaps measuring all 
the facts that can possibly have a bearing on the phenomena in question, and by 
mathematical calculations determining how often and under what conditions the 
supposed truth is verified. This means that scientists must be impersonal in search- 
ing for truth. They are not necessarily cold in their emotional nature, but their 
desire to learn the truth must dominate over all other desires. The attitude of the 
artist—“Give me beauty or I die”; of the saint, “Though He slay me, yet will I 
trust Him,” is paralleled by the scientist, “Let me learn the truth whatever effort 



































is required. 





—Kirkpatrick 











Abstracts from Current Literature 





The Anatomy of the Choledochoduodenal 
Junction in Man. Boyden, E. A., Surg., Gynec. 
& Obst. 104:641, 1957. 


As the bile and pancreatic ducts enter the 
duodenal wall they become invested by a many- 
layered sheath, which consists primarily of 
a sphincteroid musculus proprius. This is 
anchored to the choledochoduodenal junction 
by auxiliary fibers derived from or attached 
to the intestinal musculature. 

Functionally the most important element 
is the sphincter choledochus, which lines the 
submucosal segment of the bile duct for a 
distance of more than 5 mm. Tonic contrac- 
tion of this muscle is responsible for the fill- 
ing of the gallbladder in the intervals between 
meals. Its relaxation under appropriate stim- 
uli permits the discharge of bile into the in- 
testine. 

Surrounding the end of the papilla is a 
terminal musculature consisting of a sphincter 
ampullae or a sphincter papillae, depending 
upon whether the ducts open into the ampulla 
of Vater or separately. Contraction of the 
former may result in reflux of bile into the 
pancreatic duct; contraction of the latter 
would impede the outflow of juices in both 
ducts. 

The auxiliary fibers, acting in conjunction 
with the musculus proprius, may erect the 
papilla and assist in the discharge of bile, 
but contraction and relaxation of the sphinc- 
ters are the activities of major importance. 


WILLIAM E. NortH, M.D. 


Perineal Surgery for Carcinoma of the 
Prostate, with Follow-up Data to 10 Years. 
Higbee, D. R., J. Urol. 77:492, 1957. 


Forty-nine cases of carcinoma of the pros- 
tate treated by perineal surgical intervention 
are discussed. In the 38 cases in Group 1, in 
which the lesion was confined to the prostate, 
the only treatment was surgical removal, 
whereas in the 11 cases in-Group 2, with ex- 
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tension proved after the operation, radical 
perineal prostectomy and orchiectomy were 
employed. 

Of the patients in Group 1, 11, or 29 per 
cent, were free of recurrence and alive five 
years or more after the operation, and 15, or 
39.5 per cent, were free of recurrence and alive 
for periods varying from one to five years. 
Of those in Group 2, 2 died of recurrent pros- 
tatic carcinoma and 3 of other diseases. The 
remaining 6 were alive for periods ranging 
from two to seven years. In Group 2 none 
died of recurrence of prostatic malignant dis- 
ease in less than five years of recurrence. 

The author shows the need of perineal bi- 
opsy and yearly prostatic examinations to find 
early malignant glands amenable to radical 
surgery. 

SHEPARD JEROME, M.D. 


Esophageal Hiatal Hernia: Anatomic and 
Surgical Concepts, with Special Reference to 
the Experimental Use of an Ivalon Prosthesis 
in the Repair. Cooley, J. C.; Grindlay, J. H., 
and Clagett, O. T., Surgery 41:714, 1957. 


Excellent results may be expected to follow 
the repair of an esophageal hiatal hernia if ad- 
equate attention is given to the basic anatomic 
structures, i.e., the esophageal hiatus, the 
phrenoesophageal ligament and the peritoneal 
sac. Only occasionally will the size of the 
hernia or the anatomic alterations be such 
that the standard form of repair will be fol- 
lowed by recurrence. For the small group 
of patients who show pronounced enlargement 
and distortion of the esophageal muscular 
hiatus and associated weakening or absence 
of phrenoesophageal ligament, it may be 
well to consider the use of a prosthesis to 
strengthen the posterior crural repair and 
to substitute functionally for the phreno- 
esophageal ligament. 

A C-shaped piece of Ivalon (polyvinyl) 
sponge has been found satisfactory in the dog 
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for this purpose. Experimental evidence is 
presented of the efficacy of this material in 
9 dogs in which large hiatal hernias were 
created and then repaired by means of an 
Ivalon prosthesis. In no case was esophageal 
obstruction’ by the Ivalon a problem, nor 
was there any reactive hyperplasia of the 
fibrous tissue infiltrating the Ivalon. There 
was no evidence of recurrence of the hernia 
six weeks to nine months after the correc- 
tive procedure, and in all cases the esophageal 
hiatus exhibited great tensile strength. On 
the basis of these data it is suggested that 
an Ivalon prosthesis might be useful as an 
adjunct to the standard posterior crural re- 
pair of some esophageal hernias in man. 


WILLIAM E. Nortu, M.D. 


Clinical Experiences and Studies in Cur- 
ling’s Ulcer. Hummel, R. P.; Lanchantin, G. 
F., and Artz, C. P., J A.M.A. 164:141, 1957. 


Gastrointestinal ulceration after thermal in- 
jury is a serious complication that has been 
encountered with increasing frequency since 
the establishment of the burn division of the 
surgical research unit at Brooke Army Medi- 
cal Center. 

During the six and one-half years ending 
in May 1956, 1,000 burned patients have been 
hospitalized at this center. Gastrointestinal 
ulceration was observed in 17 of the 80 who 
died. Three patients who had lesions diag- 
nosed as Curling’s ulcer survived. 

Since 1953, the burns treated by the surgi- 
cal research unit have increased in severity, 
with an increased number of deaths per year 
and an increased yearly incidence of Curling’s 
ulcer. 

The incidence of gastrointestinal ulceration 
among burned patients coming to autopsy 
proved to be 21 per cent. The overall inci- 
dence of 2 per cent, however, is probably 
lower than the actual incidence. 

The average percentage of the body sur- 
face burned in the 20 patients in whom Cur- 
ling’s ulcer was developed was 61, including 
a third-degree involvement of 42 per cent. 

Seven patients in this series had no signs 
or symptoms of ulceration in the upper part 
of the gastrointestinal tract, although the 


512 


OCTOBER, 1957 


lesions were observed at autopsy. Acute hem- 
orrhage was the first pathologic sign in 10 
instances. These patients were without recog- 
nizable prodomal symptoms. The day of hem- 
orrhage varied from the second to the forty- 
eighth day after burning, the average being 
eighteen and one-half days. Perforation oc- 
curred only twice and was fatal both times. 

In most of the patients the ulcer was located 
in the duodenum, although the stomach and 
jejunum were also involved. 

The 3 patients who survived were treat- 
ed by an intensive program of blood re- 
placement and the administration of anti-ulcer 
medicaments. The 2 patients subjected to 
subtotal gastric resections died, although the 
ulcers were eliminated and the hemorrhage 
controlled by the operation. In both patients, 
all incisions showed complete inability to heal. 

In only 4 patients was the gastrointestinal 
ulceration regarded as the immediate cause 
of death. Septicemia was present in 13 pa- 
tients, and in 10 it was considered the primary 
cause of death. 

The numerous theories as to the cause of 
gastrointestinal ulceration after cutaneous 
burns are reviewed briefly. Because Gray 
and others had observed that an accurate esti- 
mate of the peptic activity of the stomach 
could be gained by analyzing the urine for 
the concentration of turopepsin, and because 
such studies had never been carried out in 
a representative group of burned patients, 
the authors subjected 26 moderately to se- 
verely burned patients to uropepsin and gas- 
tric acidity studies: Ecsinophil counts were 
also secured. 

The concentration of uropepsin in the urine 
was higher in the patients with the more se- 
vere burns. This was associated with high 
concentrations of pepsin and _ hydrochloric 
acid in the gastric juice. It was concluded 
that these determinations had no diagnostic 
value in determining in which patients Cur- 
ling’s ulcer would develop. 

Prophylactic treatment of all severely 
burned patients with antacid med‘cation is 
recommended. The use of methantheline bro- 
mide should be reserved for the onset of symp- 
toms suggestive of gastrointestinal ulceration. 

Should operation be necessary because of 
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uncontrollable hemorrhage, the procedure of 
choice would appear to be exteriorization of 
the stomach with duodenostomy, jejunostomy 
and insertion of a catheter for feeding. This 
type of operation might eliminate the com- 
plications that follow leakage from sites of 
anastomosis. 
THOMAS WILENSKY, M.D. 


The Physiologic Effects of Various Types 
of Gastrectomy on Gastric Acid Production, 
with Special Reference to the Function of the 
Denervated Gastric Antrum. Thal, A. P., 
Perry, J. F., and Wangensteen, O. H., Sur- 
gery 41:576, 1957. 


The effect on Heidenhain pouch secretion 
was studied after tubular and segmental gas- 
trectomy. Tubular gastrectomy regularly re- 
sulted in marked hypersecretion of acid gas- 
tric juice from the Heidenhain pouch. This 
effect was conspicuously absent after the seg- 
mental operation. In seeking for the explana- 
tion of opposite results in two procedures that 
superficially resemble each other, it was ob- 
served that if the vagus innervation of the 
antrum was preserved during segmental gas- 
trectomy a hypersecretory pattern resulted. 
Conversely, division of the vagus fibers to the 
antrum after tubular gastrectomy brought 
about a temporary diminution in gastric se- 
cretion. These observations suggest that 
vagal denervation of the gastric antrum de- 
creases the response to chemical and mechan- 
ical stimuli. 

WILLIAM E. NorTH, M.D. 


Late Results of Surgical Treatment for 
Thyrotoxicosis. Borgstrom, S., Acta Chir. 
Scandinavica 3:351, 1956. 


During the period from 1926 to 1939 inclu- 
sive, 379 patients underwent primary subtotal 
bilateral thyroidectomy for thyrotoxicosis at 
the Department of Surgery, Lund’s Lasarett, 
Sweden. They had all had preoperative ther- 
apy with Lugol’s solution. 

The operation was performed with the re- 
gion under local anesthesia. The thyroid lobes 
were resected after ligature and division of the 
superior thyroid artery, the inferior thyroid 
artery being left intact. The recurrent laryn- 
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geal nerve was identified. The primary opera- 
tive mortality rate was 3.7 per cent. Although 
the age range was from 15 to 69 years, most 
of the patients were from 30 to 39 years of 
age. The preoperative basal metabolic rate in 
two-thirds of the cases was between plus 31 and 
plus 70. Follow-up examinations were started 
in 1946 by questionnaire, personal examination 
and ancillary laboratory procedures. Three 
hundred and sixty of the patients were studied, 
and during the period of observation (15 to 
28 years after the operation) 94 of these pa- 
tients died. The sex distribution, proportion 
of diffuse and nodular goiter, age at operation 
and preoperative basal metabolic rate do not 
differ to any noteworthy degree from those re- 
corded in comparable series. On follow-up ex- 
amination the basal metabolic rate, the inci- 
dence of hypothyroidism, hyperthyroidism and 
recurrent laryngeal palsy were in full agree- 
ment with other series in which these condi- 
tions were treated surgically. The recurrences, 
however, occurred late, and the incidence of 
postoperative tetany was high, which suggests 
that the operative technic was radical. A large 
proportion of the patients were emotionally 
unstable and a large number hypertensive; 
neither of these conditions was related to any 
current elevation in the basal metabolic rate. 
A statistical analysis showed an excessive 
mortality rate among the female patients after 
the first five postoperative years, proved with 
99 per cent statistical probability. The high 
mortality rate was due solely to the number 
of deaths from diseases of the circulatory or- 
gans. The author suggests that death from 
cardiovascular disease may be related to the 
preceding thyrotoxicosis, the chain of evolution 
running from toxic goiter, which causes dam- 
age to the brain through emotional instability 
with resulting hypertension, to excessively fre- 
quent deaths from disease of the circulatory 
organs. It is widely believed that patients of 
sensitive constitution are those most suscep- 
tible to thyrotoxicosis. A high proportion of 
these patients sustain damage to the brain, 
producing registrable changes in the electro- 
encephalogram. These lesions, however, usu- 
ally disappear once the toxic goiter has been 
successfully treated. 


WARREN A. YEMM, M.D. 
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Sarcoma of the Stomach. Eker, R., and 
Efskind, J., Acta Chir. Scandinavica 3:386, 
1956. 3 


Part 1 of this article deals with a follow-up 
examination of 45 cases. Sarcomatous tumors 
of the stomach are rare, comprising 1 to 8 per 
cent of malignant gastric tumors. Malignant 
lymphoma and leiomyosarcoma are most com- 
mon, then fibrosarcoma, neurogenic sarcoma 
and angiogenic sarcoma, in that order. The 
prognosis for gastric sarcoma is claimed to be 
considerably better than for gastric carcinoma. 
These 45 cases are gleaned from 1,784 partially 
or totally gastrectomized patients with malig- 
nant tumors at the Norwegian Radium Hos- 
pital from 1939 to 1954. There were 21 malig- 
nant hemangioendotheliomas, 17 malignant 
lymphomas and 7 leiomyosarcomas. The ma- 
lignant hemangioendotheliomas all appeared 
in the canalis region, and most of them meas- 
ured between 5 by 5 and 8 by 8cm. Malignant 
lymphomas presented the usual picture of 
lymphosarcoma in 9 cases, reticulosarcoma in 
1 and Hodgkin’s sarcoma in 1. Only 6 were 
localized to the canalis region, the remainder 
being largely in the midportion of the stomach. 
They were more expansive than ulcerous as 
compared to the hemangioendotheliomas but 
were similar to them in size. Four of the leio- 
myosarcoma were in the canalis region, 1 in 
the cardia and the rest in the midportion. The 
tumors were expansive, and most of them were 
egg-shaped or round. The average age of the 
patients was 54 to 58 years. Twenty-seven of 
the 45 patients are living and asymptomatic, 
20 of these having been treated over a five- 
year period. The most favorable prognosis 
was that of the leiomyosarcomas; the least fa- 
vorable, that of the malignant lymphomas. 

Part 2 consists of a clinical and roentgeno- 
logic study emphasizing the following facts: 

1. Increasing uncharacteristic epigastric dis- 
tress, often in a formerly healthy person, was 
a frequent complaint, especially in patients 
who had not only a lymphoma but also a he- 
mangioendothelioma. Patients with leiomyo- 
sarcoma showed a lower rate. 

2. Peptic ulcer-like symptoms were some- 
times present, often, however, lacking periodic- 
ity. 

3. In cases of leiomyosarcoma and lym- 
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phoma there was often an extremely short case 
history. 

4. Massive bleedings occurred rather fre- 
quently in cases of leiomyosarcoma. Lymphoma 
and hemangioendothelioma bled less frequently 
than did carcinoma. 

5. Achlorhydria was present in one-third of 
the cases of lymphomas and hemangioendo- 
thelioma (figures much lower than usual for 
carcinoma). 

6. Hypertrophic rugae, sharply defined tu- 
mors, coarsely lobulated or smoother, of an 
“endogastric appearance,” large or giant ulcer 
craters and polyposis are roentgen signs that 
justify the examiner in suspecting the presence 
of a sarcoma. 

7. Roentgen signs compatible with a sar- 
coma were present in all cases of leiomyosar- 
coma, in all but 2 cases of lymphoma and in 
more than one-half of the cases of hemangio- 
endothelioma; in the other half the lesion re- 
sembled carcinoma. 

8. Giant rugae were present in the majority 
of cases of lymphoma, completely absent in 
cases of leiomyosarcoma and less frequent and 
pronounced in cases of hemangioendothelioma. 
The latter type showed the highest rate of 
large ulcer craters. The majority of leiomyo- 
sarcomas were sharply defined, “endogastric- 
looking’ tumors—an appearance, however, also 
observed among the other types. 

9. Lymphosarcoma and reticulum cell sar- 
coma could not be differentiated either clini- 
cally or roentgenographically. 

10. The diagnosis is more reliable when 
based on a combination of clinical and roentgen 
data. Combined abnormalities were more fre- 
quent below than above the age of 35. 

11. Radical surgery in this series can ac- 
count for a high number of survivals. The 
curative effect of postoperative roentgen irra- 
diation is questionable. Palliation was ob- 
tained in 3 patients not cured by operation. 
Irradiation, however, should always be carried 
out in all cases to secure the best result. 

12. The indications for surgical intervention 
should be liberal. 

13. No definite differentiation from a benign 
lesion is possible if the tumor is of the “endo- 
gastric” type. 


WARREN A. YEMM, M.D. 
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The Natural History of Ulcerative Colitis. 
Cullinan, E. R., and MacDougall, I. P., Lancet 
1:488, 1957. 


Knowledge of the natural history of ulcera- 
tive colitis is necessary in assessing the prog- 
nosis. The majority of patients with ulcera- 
tive colitis run an unpredictable course, but 
in the cases of those for whom the outcome is 
poor there are certain common features that 
may assist in making an accurate prognosis 
earlier than is now likely. 

Information was obtained from 346 pa- 
tients attended between July 1, 1947, and June 
30, 1955. These patients were grouped ac- 
cording to the extent of colon involved: 

Group A: Those with evidence of involve- 
ment of the entire colon. Such patients may 
become extremely ill, either gradually or 
suddenly. There may be high fever, pro- 
found exhaustion, dehydration, toxicity and 
extreme emaciation. Severe diarrhea is the 
rule. 

Group B: Those with evidence of involve- 
ment of the part of the colon distally con- 
tinuous with the rectum. In this group the 
initial acute phase and the relapses are usu- 
ally associated with far less general upset 
and are characterized more definitely by 
bleeding and anemia. There may be either 
diarrhea or constipation. 

Group C. Those with sigmoidoscopic evi- 
dence of ulcerative colitis, but normal on 
roentgen examination. In this group bleed- 
ing is usually the only symptom. Occasion- 
ally, there is a little mild fever. The pa- 
tients are often constipated, though some- 
times the stools are loose. 

“Systemic complications” include malnutri- 
tion, hypoproteinemia, oral ulceration, glos- 
sitis and cheilosis, erythema nodosum and 
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pyoderma, polyarthritis, thrombophlebitis, iri- 
docyclitis, threatening blindness and peripheral 
neuritis. 

There were 68 cases in Group C in which 
there were no deaths. In the majority of the 
severely ill patients and those who died, two 
or more of the following features were ob- 
served: (1) leukocytosis (10,000 or more cells 
per cubic millimeter of blood); (2) a hemo- 
globin content below 70 per cent and (3) one 
or more “systemic complications.” 

It was found that 28 per cent of the patients 
in Group A had two or more of the features 
listed; in Group B, only 4 per cent. There were 
9 times as many deaths among the patients 
with two of the three conditions as among 
those with one or none. 

The cardinal needs of these patients are me- 
ticulous and patient nursing; unremitting 
care in alleviating symptoms as they arise; de- 
tailed attention to nutrition, fluid and electro- 
lyte balance and the like, and courage, pa- 
tience, encouragement, and quiet confidence 
and faith on the part of physician and nurse, 
since these transmit themselves to the patient. 

In a roentgenographically normal patient, 
the clinical course is mild as long as there is 
no proximal spread. 

The outlook for patients in Group B is good, 
for half of them are, for all practical purposes, 
in normal health. They may require operation 
for relief of certain local complications, such 
as severe hemorrhage, perirectal and pericolic 
lesions, strictures and pseudopolyposis. 

In Group A the disease commonly causes 
death or invalidism, and operation is much 
more likely to be needed. 

In the authors’ opinion, all patients with 
evidence of severe toxicity have a potentially 
lethal disease and should undergo colectomy. 


HENRY J. ROSEVEAR, M.D. 
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